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01-01 FORM HCFA 2540-96 3500

3500. GENERAL

The Paperwork Reduction Act of 1995 requires that the private sector be informed as to why information
is collected and what the information is used for by the government. In accordance with §81815(a) and
1861(v)(2)(A)(ii) of the Act, providers of service participating in the Medicare program are required to
submit annua information to achieve settlement of codts for hedth care services rendered to Medicare
beneficiaries. Also, 42 CFR 413.20 requires cost reports from providers on an annua basis. In
accordance with these provisions, Form HCFA 2540-96 must be completed by dl skilled nurang fadilities
(SNFs), and SNF hedth care complexes in determining program reimbursement. Besides determining
program reimbursement, the data submitted on the cost report supports management of the Federa
programs, eg., data extraction in developing cost limits. In completing Form HCFA 2540-96, the
information reported must conform to the requirements and principles set forth in the Provider
Reimbursement Manua, Part | (HCFA Pub. 15-1). Theingtructions contained in this chapter are effective
for cost reporting periods ending on or after June 30, 1996. Changes implemented by Transmittals 4, 5,
6, 7, 8 and 9 have various effective dates, liged asfollows:

Home Hedth Agencies must make per vist limitation comparisons based on the gpplicable Metropolitan
Standard Area (MSA) for cost reporting periods beginning on and after October 1, 1997.

Outpetient physica thergpy services require a 10% reasonable cost reduction for services rendered on and
after January 1, 1998.

All SNF s will be reimbursed under the Prospective Payment System (PPS) for cost reporting periods
beginning on and after July 1, 1998.

Changesimplemented by Transmitta 10 introduce forms and indructions for filing a SNF-based Hospice
subprovider. Worksheet S-8, and Worksheets K through K-6 are effective for cost reporting periods
beginning on and after April 1, 1999.

42 CFR 8413.321 dlows a SNF to use the “smplified” method of rembursement. SNF swith less than
1500 Medicare days, who have no subproviders attached, and filed their previous year’ s cost report using
the “amplified” method (origindly developed in Form HCFA 2540S), will now file their cost reports on
Form HCFA 2540-96 completing ONLY the worksheets identified in 83504.2.

Effective for cost reporting periods ending on and after March 31, 2000, the eectronic cost report (ECR)
filewill be conddered the officid means of cost report submissons. The submisson of the hard copy cost
report will no longer be required, except for providers that use the Hedth Care Financing Administration
supplied free software. Those providers must continue to submit the manually completed hard copy cost
report to ther fiscal intermediary (along with the corresponding ECR file) due to an inability of the free
software to create a print image file. The free software generated ECR file will, however, be consdered the
officid copy.

NOTE: Form HCFA 2540-96 is not used by SNFs that are hospital-based. Instead, they continue to
use Form HCFA-2552.

Public reporting burden for this collection of information is estimated to average xxx hours per response,
and record keeping burden is estimated to average xx hours per regponse. Thisindudes time for reviewing
Ingructions, searching existing data sources, gathering and maintaining data needed, and completing and
reviewing the collection of information. Send comments regarding this burden estimate or any other agpect
of this collection of information, including suggestions for reducing he burden, to:
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3500.1

FORM HCFA 2540-96

01-01

Hedth Care Financing Adminigration

7500 Security Boulevard
Mail Stop C5-03-03
Batimore, Md. 21244

The Office of Information and Regulatory Affars
Office of Management and Budget

Washington, DC 20503

3500.1 Rounding Standards For Fractiond Computations.--Throughout the Medicare cost report,
required computations result in the use of fractions. The following rounding standards must be employed

for such computation.
1.
a
b.
C.
d.
e
2.
b.
3.

If aresdud exists asaresult of computing costs using afraction, adjust the resdud in the largest

Round to 2 decimd places:.

Percentages (e.g., capital reduction, outpatient cost reduction)
Averages, standard work week, payment rates, and cost limits
Full time equivaent employees

Hourly rates

Round to 5 decimd places:.
a.  Sequedtration (e.g., 2.092 percent is expressed as .02092)

Payment reduction

Round to 6 decimd places:.

a

Ratios (e.g., unit cost multipliers, cost/charge ratios)

amount resulting from the computation. For example, in cogt finding, aunit cost multiplier is gpplied to
the statistics in determining cogts. After rounding each computation, the sum of the dlocation may be

more or lessthan the total cost dlocated. Thisresidud is adjusted to the largest amount resulting from
the alocation so that the sum of the adlocated amounts equds the amount alocated.

3500.2 Acronyms and Abbreviations.--Throughout the Medicare cost report and ingtructions, a
number of acronyms and abbreviations are used. For your convenience, commonly used acronyms and
abbreviations are summearized below.

35-6

A&G
AHSEA
ASC

BBA
BBRA
CAPD
CAP-REL
CCPD
CCuU
CFR
CMHC
COL
CORF
CRNA
CTC
DMERC
DRG

Adminigrative and Generd
Adjusted Hourly Sdary Equivaency Amount
Ambulatory Surgica Center
Balanced Budget Act of 1997 (PL105-33)
Bdanced Budget Refinement Act of 1999 (PL106-113)
Continuous Ambulatory Peritoned Diadyss
Capita-Rdated
Continuous Cyding Peritoned Didyds
Coronary Care Unit
Code of Federa Regulations
Community Mentd Hedth Center
Column
Comprehensive Outpatient Rehabilitation Facility
Certified Registered Nurse Anesthetist
Certified Transplant Center
Durable Medicd Equipment Regiona Carrier
Diagnogtic Related Group

Rev. 10



01-01 FORM HCFA 2540-96 3500.2 (Cont.)
EKG Electrocardiogram
ESRD End Stage Rend Disease
FQHC Federdly Qudified Hedth Center
FR Federal Register
GME Graduate Medica Education
HCFA Pub. Hedth Care Financing Adminigtration Publication
HIPPS Hedlth Insurance Prospective Payment System
HHA Home Hedth Agency
HMO Hedth Maintenance Organization
HSPC Hospice
I&Rs Interns and Residents
ICFIMR Intermediate Care Facility for the Mentaly Retarded
ICU Intensive Care Unit
IME Indirect Medica Education
INPT I npatient
LCC Lesser of Reasonable Cost or Customary Charges
MDH Medicare Dependent Hospitals
MED-ED Medica Education
MSA Metropolitan Statical Area
NHCMQ Nursing Home Case Mix and Quality Demondtration
NF Nursing Facility
OBRA Omnibus Budget Reconciliation Act
OLTC Other Long Term Care
OoOoT Outpatient Occupationa Therapy
OPO Organ Procurement Organization
OPT Outpatient Physical Therapy
osP Outpatient Speech Pathology
PBP Provider-Based Physician
PPS Prospective Payment System
PRM Provider Rembursement Manua
PRO Professiona Review Organization
PS&R Provider Satistical and Reimbursement System
PT Physicd Therapy
RCE Reasonable Compensation Equivaent
RHC Rurd Hedth Clinic
RPCH Rurd Primary Care Hospitals
ROE Return on Equity Capita
RT Respiratory Therapy
RUG Resource Utilization Group
SCH Sole Community Hospitas
SNF Skilled Nursgng Fecility
TEFRA Tax Equity and Fisca Responsbility Act of 1982
WKST Worksheet
NOTE: Inthischapter, TEFRA refersto "1886(b) of the Act and not to the entire Tax Equity and

Fiscal Responsibility Adt.

Rev. 10
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3504 FORM HCFA 2540-96 01-01

| 3504 RECOMMENDED SEQUENCE FOR COMPLETING A SNF COST REPORT

3504.1 RECOMMENDED SEQUENCE FOR COMPLETING A SNF OR SNF HEALTH
CARE COMPLEX - FULL COST REPORT

Part | - Departmental Cost Adjustments and Cost Allocation

Step
No.  Worksheet

1 S2 Read 8§3508. Complete entire worksheet.

2  S3, Partsl, I AND IlI Read §3509. Complete entire worksheet.

3 S7 Read 83514.3. Complete Part I\ only.

4 A Read §3516. Complete columns 1 through 3, lines
1 through 75.

5 A-6 Read §3517. Complete, if applicable.

6 A Read 83516. Complete columns4 and 5, lines 1
through 75.

7 A-7 Read §3518. Completeline 1 only.

8 A-81 Read §3520. Complete Part A. If the answer to
Pat A is"Yes', complete Parts B and C.

9 A-83 Read 883522-3522.7. Complete, if applicable.

10 A-84 Read 883523-3523.5. Complete, if gpplicable.

11  A-85 Read 883564-3564.7. Complete, if applicable.

12 A-8 Read §3519. Complete entire worksheet.

13 A Read §3516. Complete columns6 and 7, lines 2
through 75.

14 B (Patsl andll), Read 883524 and 3526. Complete all worksheets

B-1, and B-2 entirdly.
Part 11 - Departmental Cost Digtribution and Cost Apportionment
1 C Read §3527. Complete entire worksheset.
2 D Read §3530. Complete entire worksheet. A

separate copy of this worksheet must be completed
for each gpplicable hedlth care program for each
SNF and nursing facility (NF).

35-8 Rev. 10



01-01 FORM HCFA 2540-96 3504.1Cont.)

Step
No.  Worksheet

3 D-1 Read 83531. A separate worksheet must be
completed for each applicable health care program
for each SNF and NF.

4  H-4,Patslandll Read §83543-3543.2. Complete, if applicable.

J Read §83551-3554. Complete, if applicable,
Part 111 - Calculation of Reimbursement Settlement
Step
No.  Worksheet
E, Part | Read 8§83534-3534.1. Complete through line 22 of
this worksheet for each gpplicable hedth care
program for each applicable provider component.

2 EPatll Read §83534-3534.2. Complete through line 17 of
this worksheet for title XV 111 for each gpplicable
provider.

3 E Patlll Read 8§83534-3534.3. Complete through line 7 for
Part A and lines 23 through 29 for Part B services.

4 E, Patl Complete remainder of this worksheet for each
gpplicable hedth care component for each gpplicable
provider component.

5 E Patll Complete remainder of this worksheet for each
applicable hedlth care component for each applicable
provider component.

6 E Patlll Complete the remainder of this worksheet.

7 S4 Read 83511. Complete this worksheet when
applicable.

8 H-1 Read §3540. Complete this worksheet when
gpplicable.

9 H-2 Read 83541. Complete this worksheet when
applicable.

10 H-3 Read §3542. Complete this worksheet when
gpplicable.

Rev. 10 35-9



3504.1Cont.)

FORM HCFA 2540-96 01-01

Step

No.
11
12
13
14
15

16

17

18

19

20

21

22

23

24

25

35-10

Worksheet
H

H-6, Part |
H-6, Part 1
S5

[-1 through I-3
[-5

J-3

K-1
K-2

K-3

K-4

K-5

K-6

Read §3539. Complete this worksheet when
applicable.

Read 883545-3545.1. Complete this worksheet
when applicable.

Read 883545-3545.2. Complete this worksheet
when applicable.

Read §3512. Complete this worksheet when
gpplicable.

Read §83556-3560.2. Complete these worksheets
when applicable.

Read §3563. Complete this worksheet when
gpplicable.

Read 83553. Complete this worksheet when appli-
cable. A separate copy of this worksheet must be
completed for each component.

Read §3515. Complete this worksheet when
Applicable.

Read §3566. Complete this worksheet when
applicable.

Read83567. Complete this worksheet when
gpplicable.

Read §3568. Complete this worksheet when
gpplicable.

Read §3565. Complete this worksheet when
Applicable.

Read §3569. Complete this worksheet when
Applicable.

Read §3570. Complete this worksheet when
Applicable.

Read §3571. Complete this workshest.

Rev. 10
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27
28
29

Worksheet

G

G-1

G-2, Parts| & |l
S Parts| & 11

Read §3536. This step is completed by dl providers
maintaining fund type accounting records. Non-
proprietary providers which do not maintain fund
type records complete the Generad Fund column
only.

Read 883536.1. Complete entire worksheet.
Read §83536.2. Complete entire workshest.

Read 883506-3506.2. Complete Part |1 entirely.
Then complete Part 1.

3504.2 RECOMMENDED SEQUENCE FOR COMPLETING A SNF COST REPORT
UNDER THE SIMPLIFIED METHOD - LESS THAN 1500 MEDICARE DAY S

10

11

12
13

Rev. 10

Worksheet

S-2

S-3, Part |

S3, Part |l

S-3, Part 111
S7, Pat IV
A

A-6
A-7
A-8-1

A-8-3
A-8

Read §3508. Complete lines 1 through 6, 13, 14,
20, 23 through 32, 43, 45 through 48, 50, 51 and
52.

Read 83509. Completelines 1, 3 and 9.

Completelines 1, 2, 3, 5 through 8, and 14 through
24.

Complete lines 1 through 11, 13 and 14.
Read §3514.3 Complete Part IV only.

Read §3516. Complete columns 1, 2 and 3.
Complete lines 1 through 9, 16, 18, 19, 21 through
33, 54, 56, 59, 63 and 75..

Read 83517. Complete, if gpplicable.
Read §3518. Complete, if gpplicable.
Read §3516. Complete columns4 and 5.

Read §3520. Complete Part A. If the answer to
Part A is"Yes', complete Parts B and C.

Read §83522-3522.7. Complete, if applicable.
Read §3519. Complete entire worksheet.
Read §3516. Complete columns 6 and 7.

35-10.1
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Step
No.:

14
15

16

17

18
19

20

21
22

23
24

35-10.2

Worksheet

B, Part Il
B-1, Part I

C

D, Part |

E, Part l11, Part A
E, Part I1l, Part B

G

G-1
G-2
G-3
S, Parts| & 11

Read 8§3525.1. Complete entire worksheet.
Read §3525.1. Complete entire worksheet.

Read 8§83527. Complete lines 21 through 33, and
line 75.

Read §3530. Complete lines 21 through 33, and line
75. A separate copy of this worksheet must be
completed for each applicable headth care program
for each SNF and nursing facility (NF).

Read §3534.3. Complete lines 7 through 18.

Read §3534.3. Complete lines 19, 20, 22, 23, 25
through 28, 31, and 33 through 38.

Read 83536. This step is completed by dl providers
maintaining fund type accounting records. Norn-
proprietary providers which do not maintain fund
type records complete the General Fund column
only.

Read 883536.1. Complete entire worksheet.

Read 883536.2. Complete entire worksheet.

Read 883536.3. Complete entire worksheet.

Read §83506.2. Complete Part |1 entirely. Then
complete Part I.

Rev. 10



01-01

FORM HCFA 2540-96

3505

3505.

SEQUENCE OF ASSEMBLY

The following examples of assembly of worksheets are provided so dl providers are consstent in the
order of submission of their annua cost report. All providers using Form HCFA 2540-96 must adhere
| to this sequence. If worksheets are not completed because they are not applicable, do not include
blank worksheets in the assembly of the cost report.

Rev. 10

Worksheet
S
S-2
S-3
S-4
S-5
S-6
S-7
S-8
A
A-6
A-7
A-8
A-8-1
A-8-2
A-8-3
A-8-4
A-8-5
B
B
B
B-1
B-I

Part
| &I

[ 11 & Il

Full Cost Report

Smplified Cost Report

X

X X X X X X X X X X X X X X X X X X

X
X
X

X X X X

35-11
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FORM HCFA 2540-96

01-01

Worksheet Part

B-2

C

D
D-1
D-2

E I
E I
E 1
E-1

G
G-1
G-2
G-3

H Through
H-7

| Through |-
5

J Through
J4

K Through
K-6

35-11.1

01-01

Full Cost Report

Smplified Cost Report

X

X X X X X X X X X X X X X

X

FORM HCFA 2540-96

X X X X X X

Rev. 10
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3506. WORKSHEET S - SKILLED NURSING FACILITY AND SKILLED NURSING
FACILITY HEALTH CARE COMPLEX COST REPORT CERTIFICATION AND
SETTLEMENT SUMMARY

For intermediary use only.

Theintermediary should indicate in the appropriate box whether thisistheinitia cogt report, find report due
to termination, or if thisisareopening. If it isareopening, indicate the number of times the cost report has
been reopened.

3506.1 Part | - Cetification--This certification is read, prepared, and signed after the cost report has
been completed in its entirety.

Check the gppropriate box to indicate whether you arefiling dectronicaly or manualy. For dectronic filing,
indicate on the appropriate line the date and time corresponding to the cregtion of the eectronic file. This
date and time remains as an identifier for the file by the intermediary and is archived accordingly. Thisfile
isyour origind submisson and is not to be modified.

3506.2 Patll - Satlement Summary.--Enter the balance due to or due from the gpplicable program for
each gpplicable component of the program. Transfer settlement amounts as follows:.

From
Skilled Nursing Title XVIII Title XVIII
Facility Component TitleV Part A Part B Title XIX
Skilled Nursing Wks. E, Wks. E, Wks. E, WKks. E,
Facility Part |, Line 36 Part I, Line 36 PartIl, Line28 Part I, Line 36
or or
Wkst. E, Wkst E,

Part I11, Line 17 Part 111, Line 37

Do not enter any dataon line 2.

Nursing Fecility Wkst. E, N/A N/A Wkst. E,
Part |, Line 36 Patl, Line36
ICFIMR N/A N/A N/A Wkst. E,
Part 1, Line
36
SNF-Based Home Wkst. H-6, Wkst. H-6, Wkst. H-6, Wkst. H-6,
Hedth Agency Part 11, Col. 2 Part 11, Col. 1 Part 11, Col. 2 Part 11, Col. 2
Line22 Line22 Line22 Line 22
SNF-Based Wkst. J3, Part I, N/A Wkst. J3, Part |  Wkg. J-3, Pl
Outpatient Cal. 1, Line 17 Cal. 2, Line17 Cal. 3, Ln. 17
Rehabilitation or or or
Facility Wkst. J-3 Wkst. J-3 Wkst. J-3
Part 111, Line 24 Part 111, Line 24 Part
[11,Ln.24
SNF-Based Wkst. 1-3N/A Wkst . -3 Wkst 1-3
RHC/FQHC Line 26 Line 26 Line 26
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3508. WORKSHEET S2 - SKILLED NURSING FACILITY AND SKILLED NURSING
FACILITY HEALTH CARE COMPLEX IDENTIFICATION DATA

Theinformation required on this worksheet is needed to properly identify the provider.

Lines 1 and 2.--Enter the address of the skilled nursing facility.

Line 3. Indicate the county and MSA Code of this SNF. Enter a“U” or “R” designating urban or rurd.
Line 3.1.-- Enter the Facility Specific Rate, supplied by your intermediary. Enter the trangtion period of
1 =25/75, (25 percent Federd Case Mix - 75 percent Fecility Specific Rate), 2 = 50/50, 3 = 75/25, (75

percent Federa Case Mix - 25 percent Facility Specific Rate), or 100 for 100 percent Federd Case Mix
Rate.

Line 3.2.-- Enter in column 1 the wage adjustment factor in effect before October 1, and in column 2 the
adjustment in effect on or after October 1.

This information is heeded to properly determine which RUG rates are gpplicable.

Lines 4 through 12.--On the gppropriate lines and columns indicated, enter the names, provider
identification numbers, and certification dates of the skilled nursng fecility (SNF) and its various
components, if any. For each hedlth care program, indicate the payment system gpplicable to the SNF and
its various components by entering "p" (prospective payment system), "o" (indicating cost rembursement),
or "n" (for not gpplicable) respectively.

Line4.--Thisis an indtitution which meets the requirements of 81819 of the Socia Security Act. Skilled
Nursing Facility cost reporting periods beginning on and after 07/01/98 and reimbursed under title XV 111
will be using the Progpective Payment System.

Line6.~-Thisis a portion of a SNF which has been issued a separate identification number and which
meets the requirements of 81919 of the Act.

Line 6.1.-- Thisisaportion of a SNF which has been issued a separate identification number and
which meets the requirements of §1905(d) of the Act.

Line 7.--Thisisadiginct part and separately certified component of a SNF which meets the requirements
of §1886(d)(1)(B) of the Act.

Line8.--Thisis adiginct pat HHA that has been issued an identification number and which meets the
requirements of §81861(0) and 1891 of the Act. If you have more than one SNF based HHA, subscript
this line and report the required information for each HHA.

Line 9.--Do not enter any dataon line 9.

Line 10--Thisis a SNF-based outpatient rehabilitation facility that has been issued a separate identification
number. Indicate the type of facility through subscripted line numbers, as follows. Use line 10.00 for a
CORF, line 10.10 for a CMHC, line 10.20 for an OPT, line 10.30 for an OOT, and line 10.40 for an
OSP.

Line11.--Thisisadidinct part and separately certified component of an SNF which meets the requirements
of 81861 (aa) of the Act.

Line12--Thisisadidinct part and separately certified component of an SNIF which meets the requirements
of §1861 (dd) of the Act.
Rev. 10 35-13
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Line 13.--Enter the inclusive dates covered by this cost report. In accordance with 42 CFR 413.24(f), you
are required to submit periodic reports of operations which generaly cover a consecutive 12-month period
of operations. (See 88102.1 - 102.3 for Stuations when you may file a short period cost report.)

Codt reports are due on or before the last day of the fifth month following the close of the period covered
by the report. The ONLY provision for an extension of the cost report due date is identified in 42 CFR
413.24(F)(2)(ii).

When you voluntarily or involuntarily cease to participate in the hedth insurance program or experience a
change of ownership, acost report is due no later than 150 days following the effective date or termination
of your agreement or change of ownership.

Line 14.--Enter anumber from the list below which indicates the type of ownership or auspices under which
the SNF is conducted.

1 = Voluntary Nonprofit, Church 8 = Governmental, City-County

2 = Voluntary Nonprofit, Other * 9 = Governmenta, County

3 = Proprietary, Individua 10 = Governmenta, State

4 = Proprietary, Corporation 11 = Governmental, Hospitd Didrict
5= Proprigtary, Partnership 12 = Governmentd, City

6 = Proprietary, Other * 13 = Governmental, Other *

7 = Governmenta, Federd
* Where an "other" item is sdlected, please specify on line 19.

Lines 15 through 18.--These lines provide for furnishing certain information concerning the provider. All
gpplicable items must be completed.

Line 21.--Enter ONLY A, D, or E for the dl-inclusve method, or leave it BLANK. Do not enter an "N".
(See HCFA Pub 15-1, §2208.2.)

Lines 23 through 30.--These lines provide for furnishing certain information concerning depreciation. All
applicable items must be completed. (See HCFA Pub. 15-1, chapter 1, regarding depreciation.)

Lines 23, 24, and 25.--Indicate, on the appropriate lines, the amount of depreciation claimed under each
method of depreciation used by the SNF during the cost reporting period.

Line 26.--Thetotal depreciaion shown on this line may not equa the amount shown on lines 1 and/or 2 on
the Trid Baance of Expenses Worksheet, but represents the amount of depreciation included in costs on
Worksheet A, column 7.

Lines 29 through 32.--Indicate a"Yes' or "No" answer to each question on these lines.

Lines 33 through 44.--Indicate a"Yes' or "No" answer, where gpplicable, to each component and type
of service that qudifies for the exception.

If you are aprovider (public or non public) that qualifies for an exemption from the application of the lower
of cogt or charges (as explained in 42 CFR 413.13(f)), indicate the component and the gppropriate services
that qualify for this exemption. Subscript lines 35 through 40 as required for additiona component(s).

35-14 Rev. 10
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Line 43.--Indicate whether the provider is licensed in a state that certifies the provider as an SNF as
described on line 4 above, regardless of the level of care given for titles V and X1X patients.

Line 44.- Thisline is not used for cost reporting periods beginning on and after July 1, 1998. Indicate
whether the provider participated in the NHCMQ demongtration during the cost reporting period. All
NHCMQ demongtration participants must file Form HCFA 2540-96, including facilities reporting less
than 1,500 program days which would otherwise be dlowed to utilize the Form HCFA 2540S-97. Only
fadilitiesin Kansas, Maine, Missssippi, New Y ork, South Dakota, and Texas are digible to participate in
the NHCMQ demondtration. This demongtration will not be gpplicable for cost reporting periods beginning
on and after July 1, 1998. At that time al SNFswill be reimbursed under PPS.

Section 222 (a)(1) of P.L. 92-603 (42 U.S.C. Section 1395b-1, note) authorizes the Secretary of the
Department of Hedth and Human Services to engage in experiments and demondrations regarding
dternative methods of making payment on a prospective basisto SNFs and other providers. Section 222
(a(3) authorizes the Secretary to grant waivers of certain title XVIII requirements insofar as such
requirements relate to methods of payment for services provided. Additiona forms have been added to
the SNF cost report to accommodate the NHCMQ demonstration project. Worksheet D-1 must be
completed by a provider participating in the demongration.

A provider participating in the NHCMQ demondtration, which otherwise is reimbursed by other than the
Progpective Payment System and which indicates either an“O” or “N” on line 4, musgt complete Worksheet
E, Part V in place of Worksheet E, Part | or Worksheet E, Part I1.

Line 45.--Lig the total amount of madpractice premiums paid, (line 45.01) the tota amount of paid losses,
(line 45.02), and the tota amount of sdf insurance, (line 45.03) dlocated in thisfiscd year.

Line 46.-- Indicate if mdpractice premiums and paid losses are reported in other than the Adminigtrative
and General cost center. If yes, provide a supporting schedule and list the amounts applicable to each cost
center.

Line 47 -- Are you daiming ambulance cogts? Enter in column 1, “Y” for yesor “N” for no. If thisis your
firg year of providing and reporting ambulance services, you are not subject to the payment limit. Enter in
column 2, Y if thisis your firgt year of providing ambulance service, or N if it isnot.

Line48 --If line47 column 1isY, and column 2 is N, enter on line 48 column 1 the payment limit provided
from your fiscd intermediary. If your fiscd year is OTHER than ayear beginning on October 1<, enter in
column 1 the payment limit for the period prior to October 1, and enter in column 2 the payment limit for
the period beginning October 1. The per trip rate is updated October 1<t of each year.

Line 49 -- Did you operate an ICF/MR facility for the purposes of title XI1X? Enter “Y” for yesand “N”
for no.

Line 50. -- Did thisfacility report less than 1500 Medicare days in its previous year’ s cost report?
Enter “Y” for yesor “N” for no.

Line51. - If line 50 isyes, did you f|Ieyour prewousyear scost report using the “amplified” step-down
method of cost finding? (See §3500.) Enter “Y” for yesor “N” for no.

Line 52 -- Isthis cost report being filed under 42 CFR 413.321, (the “simplified” cost report)? Enter “Y”
for yes, or “N” for no.

Rev. 10 35-15
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FACILITY HEALTH CARE COMPLEX STATISTICAL DATA

In accordance with 42 CFR 413.60(a), 42 CFR 413.24(a), and 42 CFR 413.40(c), you are required to
maintain gatistical records for proper determination of costs payable under the Medicare program. The
satistics reported on this worksheet pertain to SNF, Nursing Fecility, ICF/MR, Other Long Term Care
Services, HHA, CORF, CMHC, and Hospice. The data to be maintained, depending on the services
provided by the component, include the number of beds available, the number of admissions, the number
of discharges, the average length of stay, the number of inpatient days, the bed days available, and full time
equivaents (FTES).

Column Destriptions

Column 1.--Enter on the appropriate line the beds available for use by patients at the end of the cost
reporting period (SNF on line 1, Nursing Fecility on line 3, ICF/MR on line 3.1, SNIF-based Other Long
Term Care Facility on line 4 or Hospice on line 8). Do not enter any dataon line 2.

Column 2.--Enter the total bed days available. Bed days are computed by multiplying the number of beds
available throughout the period by the number of days in the reporting period. If there is an increase or
decrease in the number of beds available during the period, multiply the number of beds available for each
part of the cost reporting period by the number of days for which that number of beds was available.

Columns 3 through 6.--Enter the number of inpatient days for each component by program.

Column 4--For fiscd years beginning on October 1<, enter on line 10 the number of ambulance trips,
as defined by 84531(a)(1) of the BBA, provided for Medicare patients. If your fiscal year beginson a
date other than October 1st, subscript line 10, to line 10.01. For cost reporting periods that overlap the
October 1 date, enter on line 10 the trips prior to October 1 and enter on line 10.01 the number of trips
after October 1.

Column 7.--Enter the total number of inpatient daysto include al classes of patients for each component.

Columns 8 through 11.--Enter the number of discharges, including deeths (excluding newborn and DOAS),
for each component by program. A patient discharge, including degth, isaformal release of a patient. (See
42 CFR 412.4.)

Column 12.--Enter the total number of discharges (including deeths) for dl classes of patients for each
component.

Columns 13 through 16.--The average length of stay is cdculated as follows:

a Columni3 linesl1& 3 Column 3 divided by column 8
b. Columni4,line 1 Column 4 divided by column 9
c. Columnis,linesl1& 3 Column 5 divided by column 10
d. Column16,linesl, 3,4,& 9 Column 7 divided by column 12

EXCEPTION: Where the skilled nuraing facility islocated in agtatethat certifies the provider asan
SNF regardiess of theleve of care given for titles V and XIX patients, combine the
datigicsonlines1 and 3.

Columns 17 through 21.--Enter the number of admissions (from your records) for each component by
program.
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Column 4.01.--Enter the number of demongtration inpatient days gpplicable to each group associated with
the rate in effect January 1 through the end of your fiscd year. Enter the totd on line 46.

Add the amounts on line 46, columns 3.01 and 4.01, and enter the result on Worksheet E, Part V, line 2.

Column 5.--Cdculate the totd for each revenue group by multiplying the rate by the days covered by that
rate. Where you must report two rates and two sets of days for each group, multiply the rate in column 3
by the daysin column 3.01. Multiply the second rate in column 4 by the daysin column 4.01. For ech line
(group), add the product of column 3 multiplied by the 3.01 plus the product of columns 4 multiplied by
4.01, and enter the result in column 5 on the same line. Add lines 1 through 45, column 5, and enter the totd
on line 46. Transfer column 5, line 46, to Worksheet E, Part V, line 6.

3514.2 Pat Il- PPS Saigtica Data --Complete this part for cost reporting periods beginning on and after
July 1, 1998. Usethis part to report the Medicare days of the provider by RUG. Thetotd on line 46 must
agree with the amount on Worksheet S-3, column 4, line. This part has been revised with the issuance of
Trangmittd #5. Asof the issuance of Tranamittal # 5, Part |1 has been replaced with Part 111, and should
not be completed.

3514.3 Patlll - PPS Statidica Data.-- Complete Part |11 for cost reporting periods beginning on
or after July 1, 1998. Usethis part to report the Medicare days of the provider by RUG. Do not use Part
[11 for cost reporting periods ending on and after February 28, 2001.

Trangtion Period.-- Indicate the gpplicable trangtion period. Y our fiscd intermediary will provide you with
thisstatus. Example: If your cost report year begins on July 1, 1998, check the box for year number 1.
For the next fiscd year beginning on July 1, 1999, check the box for year number 2. For the following fisca
year beginning on July 1, 2000, check the box for year number 3. For the last fiscal year in the trandtion
period beginning on July 1, 2001, check the box for year number 4.

EXCEPTION: THE TRANSTION PERIOD PAYMENT METHOD WILL NOT APPLY TO A SNF
THAT (1) ELECTED FOR IMMEDIATE TRANSITION TO FEDERAL RATE UNDER SECTION
102 OF THE BALANCED BUDGET REFINEMENT ACT OF 1999, OR (2) FIRST RECEIVED
MEDICARE PAYMENTS (INTERIM OR OTHERWISE) ON OR AFTER OCTOBER 1, 1995
UNDER PRESENT OR PREVIOUS OWNERSHIP. THESE FACILITIESWILL BE PAID BASED
ON ONE HUNDRED PERCENT (100%) OF THE FEDERAL RATE. Enter thisratein column 5.

For thefirg year of the provider’ s trangition period, the PPS rate will be twenty-five percent (25%) of the
Federa Case Mix Rate and seventy-five percent (75%) of the Facility Specific Rate. In the second year
of the Provider’ strangition period, the PPS rate will be fifty percent (50%) of the Federd Case Mix Rate
and fifty percent (50%) of the Facility Specific Rate. For the third year of the Provider’ s trangition period,
the PPS rate will be seventy-five percent (75%) of the Federd Case Mix Rate and twenty-five percent
(25%) of the Facility Specific Rate. For the fourth and find year of the Provider’ strangtion period, the PPS
rate will be one hundred percent (100%) of the Federal Case Mix Rate. See columns 9 and 10 below.

Column 2-- Enter the Federal Specific Rate on each gpplicable RUG line.

Column 3-- Enter the Federal Case Mix rate applicable to each RUG for services from the beginning of
the fiscal year through September 30.

Column 4.--Enter the number of days gpplicable to each RUG for services from the beginning of
the fiscd year through September 30™.
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Columns 5 and 5.01-- Enter in column 5 the Federad Case Mix (adjusted for the labor portion by the
update factor specific to the provider’ sMSA) rate times 104 percent, gpplicable to each NON-High-Cost
RUG for services from October 1, through the end of the fiscdl year. Enter in column 5.01 the Federd
Cas= Mix rate times 124 percent gpplicable to each High-Cost RUGs for services from October 1, through
the end of the fiscd year.

Columns 6 and 6.01--Enter in column 6 the number of days gpplicableto ALL RUGs for services from
October 1 through the end of thefisca year. Enter in column 6.01 the number of days gpplicable to each
High-Cost RUG for services from October 1 through the end of the fiscal year (This should be the same
amount that is reported in column 5 for that RUG.)

Thetotd on line 75, columns 4, and 6 must agree with the amount on Worksheet S-3, Part |, column 4,
linel.

Do not use columns 3 and 4 for a cost report period that begins on October 1. Report the applicable
Federal Case Mix rates in column 5 for each NON-High-Cost RUG. Report Medicare days for ALL
RUG'sin column 6. Report the gpplicable High-Cost Rates in column 5.01, and the High-Cost Daysin
column 6.01. (This should be the same amount that is reported in column 5 for that RUG.)

Column 7--Multiply the rates in column 3 times the days in column 4. Round to zero places. Multiply the
rates in column 3.01 times the days in column 4.01. Round to zero places. Multiply the ratesin column 5
times the days in column 6. Round to zero places. Multiply the rates in column 5.01 times the days in
column 6.01. Round to zero places. Add the results from column 4, 4.01, 6, and 6.01. Enter the combined
total on each line. Round each line in column 7 to zero decimd places.

Column 8-Multiply the Facility Specific rate times the tota program annua days (sum of columns4, 4.01,
and 6) for each RUG, and enter the product in column 8.

Columns 9--Multiply the Federal amount in column 7 times your trandtion period percentage. i.e. year #
1is 25 percent year # 2 is 50 percent year # 3 is 75 percent, an year # 4 and forward is 100 percent.
Enter the results on the appropriate line for each RUG. Enter the sum of lines 1 through 45 on line 75.

Column 10--Multiply the facility specific amount times the reciprocal percentage gpplied to the Federd rate,
|.E. 75 percent, 50 percent, 25 percent, or O percent. Enter the result on the appropriate line for each
RUG. Enter thesum of lines 1 through 45 on line 75. Add the amount in column 9, line 75, plus the amount
in column 10, line 75, together, and transfer thistota to Worksheet E, Part 111, line 7.

SPECIAL INSTRUCTIONS TO CALCULATE THE INCREASE FOR CERTAIN HIGH COST
PATIENTS, EFFECTIVE FOR SERVICES FURNISHED ON AND AFTER APRIL 1, 2000.

Section 101 of the Balanced Budget Refinement Act of 1999 BBRA, P.L. 106-113, Appendix F)
provides for a temporary, 20 percent increase in payment for 15 specified RUGs (lisged below). The
BBRA provides that this 20 percent increase becomes effective for services furnished beginning on April
1, 2000, and remainsin effect until the date that HCFA implements arefined case-mix dassfication system.
Thefollowing isalis of the affected RUGs aong with the corresponding line on Worksheet S-7, Part I11.

HIGH - COST RUGS

RUG Line# RUG Line# RUG Line#
RHC 7 RMC 10 RVB 11
SE3 15 SE2 16 SE1 17
SsC 18 SSB 19 SSA 20
CC2 21 CC1 22 CB2 23
CB1 24 CA2 25 CAl 26
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Subscript columns 3 and 4 of this worksheet to columns 3.01 and 4.01 respectively. Identify column 3.01
as “Federd Rate—High Cost Add-On”, (for services between April 1, 2000 and September 30, 2000).
Identify column 4.01 as“ Add-On Days’ (for services between April 1, 2000 and September 30, 2000).
Enter in column 3.01 for each of the 15 lines identified above, 20 percent of the amount on the
corresponding line in column 3. Enter in column 4.01 the days applicable to services, for the 15 lines listed
above, from April 1, 2000 through September 30, 2000 or the end of thefiscd year. Where the fiscdl year
ends between April 2, 2000 and September 30, 2000 the provider should report in column 6.01 only the
days applicable for April 1 through the end of the fiscdl year. The days from the beginning of the next fiscd
year through September 30, 2000 will be reported in column 4.01 of the subsequent cost report.

Section 101 of the BBRA dso provides for an additiona 4 percent increase in payment for ALL services
furnished during fiscal years (FY's) 2001 and 2002. Therefore, for services furnished after September 30,
2000, and before October 1, 2002, columns 5 and 6 of this worksheet should be subscripted to columns
5.01 and 6.01, respectively. Identify column 5.01 as“ Federd Rate — High Cost Add-On” (for services
after September 30), and identify column 6.01 as* Add-On Days’ (for services after September 30). Enter
in column 5.01 for each line identified above, 20 percent of the Federal Case Mix Rate. Enter in column
6.01 the days applicable to services associated with the high cost RUGs (as listed above), from October
1, 2000 to the end of the provider’ sfiscal year.

All of the RUG rateswill be increased by 4 percent. Enter in column 5, the Federa Case Mix Rate times
104 percent.

3514.4 PatlV - PPS Satidicd Daa Electronic Filing.-- Use Part 1V for cost reporting periods ending
on and after February 28, 2001. Use this part to report the Medicare days of the provider by
RUG.

Column Destriptions

Column 1--The case mix group designations are dready entered in this column.
Calumn 2--The M3P! revenue code designations are dready entered in this column.

Columns 3 and 4--Enter the rate assigned to the provider for each gpplicable RUG, and period. Thisrate
Is updated annudly effective October 1. Providers with fiscd years other than October 1 to September
30 may have two rates to report. Enter the rate prior to October 1 in column 3 and the rate on or after
October 1 in column 4. Providerswith afisca year 10/01 to 09/30 use column 4 only. This Federd rate
Is adjusted for the labor portion by the update factor specific to the provider’ sMSA. This update factor
Is reported on Worksheet S-2, line 3.2 columns 1 and 2.

Columns 3.01 and 4.01--Enter in column 3.01 the days, for each RUG, of the period before October 1
and in column 4.01 for the days on and after October 1. Enter the total on line 46.

Column 4.05--Do not complete this column.

Column 5--Multiply columns 3 and 4 times columns 3.01 and 4.01 (column 4 times column 4.01 for cost
reporting periods beginning October 1) respectively, rounded to zero and add the two results. This
becomes the Federd amount. Multiply the Federd amount by the gppropriate trangtion period percentage,
l.e. 25 percent, 50 percent, 75 percent, or 100 percent identified on Worksheet S-2 line 3.1, column 2.
Add to the Federd amount the result of the caculation of (totd days from columns 3.01 and 4.01
multiplied by the facility specific rate (that result rounded to zero) identified on worksheet S-2, line 3.1,
column 1) times the reciproca percentage applied to the Federd rate, i.e., 75 percent, 50 percent, 25
percent, or O percent. Enter the result on the appropriate line for each RUG. Enter the sum of lines 1
through 45 on line 46, and transfer thistota to Worksheet E, Part 111, line 7

Rev. 10 35-24.3



3515 FORM HCEA 2540-96 01-01

3515 WORKSHEET S-8 - HOSPICE IDENTIFICATION DATA

In accordance with 42 CFR 418.310, hospice providers of service participating in the Medicare program
are required to submit information for health care services rendered to Medicare beneficiaries. 42 CFR
413.20 requires cost reports from providers on an annual basis. The data submitted on the cost reports
supports management of Federal programs. The gatistics required on this worksheet pertain to a SNF-
based hospice. Complete a separate Worksheet S-8 for each SNF-based hospice.

3515.1 Part I-Enrollment Days Based on Levd of Care.

Lines 1--4.--Enter on line 1 through 4 the enrollment days gpplicable to each type of care. Enrollment days
are unduplicated days of care received by a hospice patient. A day is recorded for each day a hospice
patient receives one of four types of care. Where a patient moves from one type of care to

another, count only one day of care for that patient for the last type of care rendered. For line 5, an
inpatient care day may be reported only where the hospice provides or arranges to provide the inpatient
care.

For the purposes of the Medicare and Medicaid hospice programs, a patient eecting hospice can receive
only one of the following four types of care per day:

Line1 -- Continuous Home Care Day - A continuous home care day is a day on which the hospice
petient isnot in an inpatient facility. A day congsts of aminimum of 8 hours and a maximum of 24 hours
of predominantly nursing care. Convert continuous home care hoursinto days so that a true accountability
can be made of days provided by the hospice.

Line 2 -- Routine Home Care Day - A routine home care day is a day on which the hospice patient is
at home and not receiving continuous home care.

Line 3 -- Inpatient Respite Care Day - An inpatient respite care day is a day on which the hospice
patient recelves care in an inpatient facility for respite care,

Line4 -- General Inpatient Care Day - A generd inpatient care day is a day on which the hospice
patient receives care in an inpatient facility for pain control or acute or chronic symptom management which
cannot be managed in other settings.

Column Destriptions

Column 1.--Enter only the unduplicated Medicare days applicable to the four types of care. Enter online
5 the total unduplicated Medicare days.

Column 2.--Enter only the unduplicated Medicaid days applicable to the four types of care. Enter online
5 the tota unduplicated Medicaid days.

Column 3.--Enter only the unduplicated days applicable to the four types of care for al Medicare hospice
patients resding in a skilled nurang facility. Enter on line 5 the tota unduplicated days.

Column 4. --Enter only the unduplicated days gpplicable to the four types of carefor al Medicaid hospice
patients resding in anurang facility. Enter on line 5 the total unduplicated days.

Column 5. --Enter in column 5 only the days gpplicable to the four types of carefor al other non Medicare
or non Medicaid hospice patients. Enter on line 5 the total unduplicated days.
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Column 6.--Enter the total days for each type of care, (i.e., sum of columns 1, 2, and 5). The amount
entered in column 6 line 5 represents the total day's provided by the hospice.

NOTE: Convert continuous home care hours into days so that column 6 line 5 reflects the actua tota
number of days provided by the hospice.

| 3515.2  Part |l --Census data

Line 6.--Enter on line 6 the totd number of patients receiving hospice care within the cost reporting period
for the appropriate payer source.

Thetotd under thisline equasthe actud number of patients served during the cost reporting period for each
program. Thus, if apatient=stotal stay overlgpped two reporting periods, the Say is counted oncein each
reporting period. The patient who initidly €ects the hospice benefit, is discharged or revokes the benefit,
and then dects the benefit again within areporting period is consdered to be a new admisson with anew
election and is counted twice.

A patient trandferring from another hospice is consdered to be anew admisson and isinduded in the count.
If a patient entered a hospice under a payer source other than Medicare and then subsequently elects
Medicare hospice benefit, count the patient once for each pay source.

The difference between line 6 and line 9 isthat line 6 equals the actua number of patients served during the
reporting period for each program, whereas under line 9, patients are counted once, even if their say
overlaps more than one reporting period.

Line 7.--Enter the tota title XVII1 Unduplicated Continuous Care hours billable to Medicare. When
computing the Unduplicated Continuous Care hours, count only one hour regardless of the number of
services or thergpies provided smultaneoudy within that hour.

Line 8--Enter the average length of stay for the reporting period. Include only the days for which ahospice
eection wasin effect. The average length of stay for patients with a payer source other than Medicare and
Medicaid is not limited to the number of days under a hospice eection.

The datigtics for a patient who had periods of stay with the hospice under more than one program is
included in the respective columns. For example, patient A enters the hospice under Medicare hospice
benefit, stays 90 days, revokes the eection for 70 days (and thus goes back into regular Medicare
coverage), then redects the Medicare hospice benefits for an additiona 45 days, under

anew benefit period and dies (patient B). Medicare patient C was in the program on the first day of the
year and died on January 29 for atotd length of stay of 29 days. Patient D was admitted with private
insurance for 27 days, then their private insurance ended and Medicaid covered an additional 92 days.
Patient E, with private insurance, received hospice care for 87 days. The average length of stay (LOS)
(assuming these are the only patients the hospice served during the cost reporting period) is computed as
follow:
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Medicare Days (90 & 45 & 29) 164 days
Petient (A, B & C)
Medicare Petients 13

Average LOS Medicare 54.67 Days
Medicaid Days Patient D (92) 92 Days
1

Medicaid Patient

Average LOS Medicad 92 Days

Other Payments (D & E) 2

Average LOS (Other) 54 Days
All Patients (90+45+29+92+87+27) 370 Days
Totd number of patients 6

Average LOS for dl patients 61.67 Days

Enter the hospice s average length of stay, without regard to payer source, in column 6, line 8.

Line 9.--Enter the unduplicated census count of the hospice for dl patientsinitialy admitted and filing an
election statement with the hospice within a reporting period for the appropriate payer source. Do not
include the number of patients receiving care under subsequent eection periods (see HCFA Pub. 21 *204).

However, the patient who initialy eects the hospice benefit, is discharged or revokes the benefits, and
elects the benefit again within the reporting period is consdered a new admission with each new eection
and is counted twice.

Thetota under thisline equas the unduplicated number of patients served during the reporting period for
each program. Thus, you do not include a patient if their say was counted in a previous cost reporting
period. If a patient enters a hospice source other than Medicare and subsequently becomes dligible for
Medicare and dects the Medicare hospice benefit, then count that patient only once in the Medicare
column, even though he/she may have had a period in another payer source prior to the Medicare ection.
A patient transferring from another hospice is consdered to be a new admisson and is included in the
count.
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3516. WORKSHEET A - RECLASSIFICATION AND ADJUSTMENT OF TRIAL BALANCE
OF EXPENSES

In accordance with 42 CFR 413.20, the methods of determining costs payable under title X111 involve
making use of dataavailable from the inditution's basic accounts, as usudly maintained, to arrive a equitable
and proper payment for services. Worksheet A provides for recording the tria balance of expense
accounts from your accounting books and records. It dso provides for the necessary reclassification and
adjusgments to certain accounts. The cogt centers on this worksheet are listed in a manner which facilitates
the transfer of the various cost center data to the cost finding worksheets (e.g., on Worksheets A, B, C,
and D, the line numbers are conggtent, and the totd lineis set a number 75). All of the cost centers listed
do not goply to dl providers using these forms. An “X” on the cost center line identifies ONLY those cost
centers which may be used for the Simplified Method cost report.

Do not include on this worksheet items not claimed in the cost report because they conflict with the
regulations, manuals, or ingructions but which you wish neverthdessto claim and contest. Enter amounts
on the appropriate settlement worksheet (Worksheet E, Part |, line 37; Worksheet E, Part 11, line 29;
Worksheet E, Part 111, Part A, line 18, Part B, line 38; Worksheet H-6, Part 11, line 23; Worksheet J-3,
line 25; or Worksheet 1-3, line 27).

If the cost dlements of a cost center are separately maintained on your books, you must maintain a
reconciliation of the costs per the accounting books and records to those on this worksheet. The
reconciliaion is subject to review by the intermediary.

Standard (i.e., preprinted) HCFA line numbers and cost center descriptions cannot be changed. If you
need to use additiona or different cost center descriptions, you may do o by adding additiond linesto the
cost report. When an added cost center description bears a logica relaionship to a standard line
description, the added label must be inserted immediatdly after the rlated standard line description. 1dentify
the added line as a numeric (only) subscript of theimmediately preceding line. That is, if two lines are added
between lines 5 and 6, identify them aslines 5.01 and 5.02. If additiond lines are added for generd sarvice
cost centers, add corresponding columns for cost finding on Worksheets B, B-1, J-1, and K-5.

If you checked yes on Worksheet S-2, line 52, indicating that you wish to file this cost report under 42
CFR 413.321 (the smplified cost report method), certain cost centers on Worksheet A will not be used.
Section 3504.2, step # 6 identifies the cost centers that will be alowed under this method. Worksheet A,
Column C aso identifies the cost centers that may be used under the Smplified Cost Reporting Method.
Overhead cost centers, Nurang Administration, Central Supply, Pharmacy, Medicad Records & Library,
and Socid Service are combined into one category, and is reported on line 9.

Submit the working trid balance of the facility with the cost report. A working trid baance isaliging of
the balances of the accounts in the generd ledger to which adjustments are gppended in supplementary
columns and used as a basic summary for financid statements.

Codt center coding is amethodology for standardizing the meaning of cost center labels as used by hedth
care providers on the Medicare cost reports. Form HCFA 2540-96 provides for preprinted cost center
descriptions on Worksheet A. The preprinted cost center labels are automatically coded by HCFA
approved cost reporting software. These cost center descriptions are heregfter referred to as the standard
cod centers. Nongtandard cost center descriptions have been identified through analysis of frequently used
labels.
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The use of this coding methodology alows providers to continue to use labels for cost centers that have
meaning within the individud inditution. The four digit cost center codes that are associated with each
provider label in their eectronic file provide sandardized meaning for dataanadlyss. You are required to
compare any added or changed labd to the descriptions offered on the sandard or nongtandard cost center
tables. (See Exhibit 1.)

Columns 1, 2, and 3.--The expenses listed in these columns must be in accordance with your accounting
books and records. Ligt on the gppropriate linesin columns 1, 2, and 3 the total expensesincurred during
the cost reporting period. Detail the expense between sdaries (column 1) and other than salaries (column
2). The sum of columns 1 and 2 must equa column 3. Record any needed reclassification and/or
adjustmentsin columns 4 and 6, as appropriate.

Column 4.--Enter any reclassification among the cost center expenses in column 3 which are needed to
effect proper cost dlocation.

Worksheet A-6 reflects the reclassification affecting the cost center expenses. This worksheet need not
be completed by al providers but must be completed only to the extent that the reclassification are needed
and appropriate in the particular provider's circumstances. Show reductions to expenses in parentheses

The net tota of the entriesin column 4 must equa zero on line 75.

Column 5.--Adjust the amounts entered in column 3 by the amounts in column 4 (increase or decrease) and
extend the net baancesto column 5. Thetota of column 5 must equa the tota of column 3 on line 75.

Column 6.--Enter on the appropriate lines in column 6 of Worksheet A the amounts of any adjusmentsto
expensesindicated on Worksheet A-8, column 2. Thetotal on Worksheet A, column 6, line 75 must equa
Worksheet A-8, column 2, line 32.

Column 7.--Adjust the amounts in column 5 by the amounts in column 6 (increases or decreases) and
extend the net balances to column 7. Transfer the amounts in column 7 to the appropriate lines on
Worksheset B, Part |, column O, or Worksheet B, Part 111, column O.

Line Descriptions

Thetrid balance of expensesis broken down into generd sarvice, inpatient routine service, ancillary sarvice,
outpatient service, other reimbursable, special purpose, and nonreimbursable cost center categories to
facilitate the trandfer of codts to the various worksheets. For example, the categories "Ancillary Cost
Centers' and "Outpatient Cost Centers' gppear on Worksheet D using the same line numbers as on
Worksheset A.

NOTE: The category titlesdo not have line numbers. Only cost centers, dataitems, and totas have line
numbers.

Lines 1 and 2.--These cost centers include depreciation, leases, and rentals for the use of facilities and/or
equipment, interest incurred in acquiring land or depreciable assets used for patient care, insurance on
depreciable assets used for patient care, and taxes on land or depreciable assets used for patient care. Do
not include in these cost centers codts incurred for the repair or maintenance of equipment or facilities,
amounts included in rentals or lease payments for repair and/or maintenance agreements, interest expense
incurred to borrow working capital or for any purpose other than the acquisition of land or depreciable
assets used for patient care, generd ligbility insurance or any other form of insurance to provide protection
other than the replacement of depreciable assets, or taxes other than those assessed on the basis of some
vauation of land or depreciable assets used for patient care.
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Transfer the totalsin column 18:

From Worksheet B, Part |, Column 18 To Worksheet D-1, Line 5

Line 16, SNF For SNF

Line 18, NF For TitlesV or XIX. For NF (when you answer
Sum of lines 16 and 18 "yes' to question on Wkst. S-2, line 43).
Line18.1, ICF/MR For Title XIX. For ICF/MR (when you answer

Ayedi to question on Wkst. S-2, line 49)

Transfer the direct SNF-based HHA costsin column 18, lines 37 through 47, to Worksheet H-4, Part |,
column 1, lines asindicated.

Trandfer the total SNFbased outpatient rehabilitation provider costsin column 18, line 50, to the gpplicable
Worksheet J-1, Part I, column O, line 18.

The non-reimbursable cost center totas, lines 58 through 63, are not transferred.

Column Descriptions

Column 1.--Depreciation on buildings and fixtures and expenses pertaining to buildings and fixtures such
asinsurance, interest, rent, and redl edtate taxes are combined in this cost center to facilitate cost dlocation.

Column 2.--Providers that do not directly assign the depreciation on movable equipment and expenses
pertaining to movable equipment such as insurance, interest, and rent as part of their norma accounting
systems must accumulate the expensesin this cost center.

Calumn 4.--Allocate the adminigtrative and generd expenses on the basis of accumulated costs. Therefore,
the amount entered on Worksheet B-1, column 4, line 4, is the difference between the amount on
Worksheet B, Part |, column 4A and the amount entered on Worksheet B-1, column 4A.

A negative cost center balance in the statistics for alocating administrative and generd expenses causes an
improper digribution of this overhead cost center. Exclude negative baances from the alocation datistics.

3524.2 WORKSHEET B, PART Il - COST ALLOCATION - GENERAL SERVICE COSTS
AND WORKSHEET B-1, PART Il - COST ALLOCATION - STATISTICAL BASIS
(WITH LESSTHAN 1500 MEDICARE DAYYS)

Complete thisworksheet ONLY if you answered yes on Worksheat S-2 question # 52. Worksheet B, Part
[l provides the alocation of the expenses of each genera service cost center with less than 1500
M edicar e days to those cost centers which receive the services. The total direct expenses are obtained
from Worksheet A, column 7. The cost centers and line numbers are consstent with Worksheet A. Note
that severd lines from Worksheet A are not needed on Worksheets B, Part 111 and B-1, Part I1.

The generd sarvice cost centers listed on Worksheat A, column 7, lines 1-9, arelisted in the order they are
combined on Worksheet B, Part 111, columns 1, 2, 3, and 4, line 15.1.
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ToWorksheet B, Part I11 From Worksheet A, Column 7
Column 1 Sumof lines1, 2,5 and 7 *
Column 2 Line3
Column 3 Sum of lines 6, 8, and 9
Column 4 Line4

* Due to consolidation of HCFA 2540S-97 into HCFA 2540-96, Capitd - Interest account replaced one
of three accounts in HCFA 2540-96, which are Capitd-Rdated Cods - Building & Fixture, Adminidrative
and General, and Interest Expense.

Column O, line 15.1 isthetota of columns 1 through 4, line 15.1.

The amounts on Worksheet B, Part I11, column O, lines 16 through 33, 59, and 63 are transferred from
Worksheet A, column 7, lines 16 through 33, 59, and 63.

Worksheet B-1, Part |1 provides for the proration of the statistical datawith less than 1500 M edicare
days needed to equitably allocate the expenses of the genera service cost centers on Worksheet B, Part
1.

The statistica basis shown at the top of each column on Worksheet B-1, Part 11 isthe basis of dlocation
of the cost centersindicated. Total Statigtics indicated on Worksheet B-1, Part 11 line 71 refers to the sum
of the datitics reported on lines 16 through 63 of Worksheet B-1, Part II. For the dlocation of
adminigrative and generd costsin column 4, lines 16 through 63 are obtained from Worksheet B, Part 111,
sum of columns O through 3, lines 16 through 63.

If the amount of any combined cost center on Worksheet A, column 7 has a credit balance, this amount
must be shown as a credit balance on Worksheet B, Part 111, column O. If arevenue producing cost center
has a credit balance on Worksheet B, Part 111, column 5, do not carry forward such credit balance to
Worksheet C.

On Worksheet B-1, Pat I1, enter on line 71 in the column of the cost center group being dlocated, the total
datigtica base (including accumulated cost for dlocating adminigtrative and genera expenses) over which
the expenses are alocated (e.g., for column 1, capital costs, enter on line 71 the total square feet of the
building on which depreciation was taken).

For al cost centers to which the capita cost group are being alocated, enter that portion of the tota
datistica base gpplicable to each. Thetotd sum of the Satigtical base applied to each cost center receiving
the services rendered must equal the total base entered on line 71.

Enter on line 70 of Worksheet B-1, Part 11, the total expenses of the cost centersto be alocated; they are
obtained from Worksheet B, Part 111, line 15.1, columns 1 through 4.

Divide the amount entered on line 70 by the total Satigtics entered on line 71. Enter the resulting unit cost
multiplier on line 72. The unit cost multiplier must be rounded to Sx decimals.

Multiply the unit cost multiplier by the portion of the total Statistics gpplicable to each cost center receiving
the services rendered. Enter the result of each computation on Worksheet B, Part 111 in the corresponding
column and line. (See *3500.1 for rounding standards)
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After the unit cost multiplier has been gpplied to dl the cost centers receiving the saervices rendered, the totd
cod (line 70) of dl the cost centers recaiving the dlocation on Worksheet B, Part 111 must equa the amount
entered on line 15.1. The preceding procedures must be performed for each general service cost center
group. Each cogt center group must be completed on both Worksheets B, Part |11 and B-1, Part |1 before
proceeding to the next cost center group.

If agenerd service cost group (after combining centers) has a credit baance a the point it isto be dlocated
on Worksheet B, Part 111, such genera service costs must not be alocated. The gatistic must be displayed
departmentdly, but not the unit cost multiplier which is caculated for line 72 on Worksheet B-1, Part 11.
After the costs of the generd service cost group have been dlocated on Worksheet B, Part 111, enter in
column 5, the sum of the cogts in columns O through 4 for lines 16 through 63. The total cost entered in
column 5, line 75 must equd the total cogts entered in column O, line 75.

Trangfer the totals on Worksheet B, Part 111, column 5, lines 21 through 33 (ancillary service cost centers)
to Worksheet C, column 1 lines 21 through 33.

The non-reimbursable cost center totals, lines 59 and 63, are not transferred.
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3525. WORKSHEET B, PART Il - ALLOCATION OF CAPITAL-RELATED COSTS

This worksheet provides for the determination of direct and indirect capita-related costs dlocated to
inpatient generd routine services, specid care, and ancillary services aswell asto other cost centers. This
worksheet is needed for the correct computation of limits on SNF inpatient generd routine service codts
and to provide HCFA with data on capital-related costs for program purposes.

Use thisworksheet in conjunction with Worksheets B, Part |, and B-1. Theformat and alocation process
employed are identica to that used on Worksheets B, Part |, and B-1.

Column O.--If capita-related costs have been directly assigned to specific cost centers on Worksheet A,
column 2, enter those amounts directly assigned from your records. If you include cogs incurred by a
related organization in your cost report, the portion of these costs that are capitd-related costs are
consdered directly assigned capital-related costs of the applicable cost center. For example, a provider
that is part of achain organization includes some cogs incurred by the home office of the chain organization
inits adminigtrative and genera cost center. The amount so included representing capita-related cost is
included in this column.

Columns 1 and 2.--The amounts entered in column 1, lines 3 through 63, are obtained from Worksheet B,
Part I, column 1, lines 3 through 63. The amounts entered in column 2, lines 3 through 63, are obtained
from Worksheet B, Part |, column 2, lines 3 through 63.

Enter on Worksheet B-1, line 68, for each cost center (column) the capital-rel ated costs to be alocated.

Report these cods on thefirgt line of each column on Worksheet B, Part 1. Complete a unit cost multiplier
for each column by dividing the amount on line 68 of Worksheet B-1 by the statigtic reported on the first
line of the same column. Enter the unit cost multiplier on line 69 and round to sx decima places, eg.,
102589241 is rounded to .102589. The alocation process on Worksheet B, Part 11, isidentical to that
used on Worksheets B, Part 1, and B-1.

Multiply the unit cost multiplier by the portion of the total Satistic applicable to each cost center.  Enter the
result of each computation on Worksheet B, Part 11, in the corresponding column and line.

After the unit cost multiplier has been gpplied to al the cost centers, the total cost on Worksheet B, Part
1, line 75, of al the cost centers recaiving the dlocation must equd the amount being dlocated on the first
line of the column. These procedures must be performed for each generd service cost center. Each cost
center must be completed on Worksheets B-1 and B, Part |1, before proceeding to the next cost center.

Do not use line 20 on Worksheet B, Part I1.
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3526. WORKSHEET B-2 - POST STEP DOWN ADJUSTMENTS

This worksheet provides an explanation of the post Step down adjustment reported in column 17 of
Worksheet B, Parts| and I1.

Column Descriptions

Column 1.--Enter a brief description of the post Step down adjustment.

Column 2.--The post Step down adjustment may be made on Worksheet B, Parts | and Il. Enter the
appropriate part to which the post Step down adjustment applies.

Column 3.--Enter the Worksheet B line number to which the adjustment applies.

Column 4--Enter the amount of the adjustment. Trandfer these amounts to the gpplicable lines on
Worksheet B, Parts| or 11, column 17.

NOTE: If you have a SNF-based RHC/FQHC you must separate the cost of services provided
on or ater January 1, 1998 from the cost of services provided before January 1, 1998.
Make apost step down adjustment on Worksheet B-2 to identify costs related to those
services provided on or after January 1, 1998. These costs will then be dlocated on
Workshests -1 through I-4.
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3527. WORKSHEET C - RATIO OF COST TO CHARGES FOR ANCILLARY,
OUTPATIENT COST CENTERS

Thisworksheet computes the ratio of cogt to charges for ancillary services and, for costs not subject to the
outpatient capital reduction, the outpatient ratio of cost to charges. Thisratio is used on Worksheet D.

Column 1.--Enter on each line the amount from the corresponding line of Worksheet B, Part |, column 18
or Worksheet B, Part 111, column 5. Do not bring forward any cost center with a credit balance from
Worksheet B, Part |, column 18 or Worksheet B, Part 111, column 5. However, report the charges
gpplicable to such cost centers with a credit baance in column 2 of the applicable line on Worksheet C.

Column 2.--Enter on each cogt center line the tota gross patient charges including charity care for that cost
center. Include in the applicable cost centers items reimbursed on a fee schedule (e.g., DME, oxygen,
prosthetics and orthotics). DME, oxygen, and orthotic and prosthetic devices (except for enteral and
parental nutrients and intraocular lenses furnished by providers) are paid by the DMERC or the regiond
home hedlth intermediary based on the lower of the supplier's actua charge or afee schedule. Therefore,
do not include Medicare charges applicable to these items in the Medicare charges reported on Worksheet
D. However, include your standard customary charges for these items in total charges on Worksheet C.

This is necessary to avoid the need to split your organizationd cost centers such as medicd supplies
between those items paid on a fee basis and those items subject to cost reimbursement.

Column 3.--Divide the cogt for each cost center in column 1 by the total charges for the cost center in
column 2 to determine the ratio of tota cogt to total charges. Enter the resultant department ratiosin this
column. Round ratiosto 6 decimal places.
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Line 17.--Enter the Part B deductibles and coinsurance billed to Medicare beneficiariess. DO NOT
INCLUDE deductibles or coinsurance billed to program patients for physicians professiona services.

Line 18.--Enter the amount from line 16 minus the amount on line 17.

Line 19.--Enter program reimbursable bad debts for deductibles and coinsurance for other services (from
your records), excluding professional services and net of bad debt recoveries.

Line 20.--Enter the sum of the amounts on lines 18 and 19.

Line 21.--Enter the program’s share of any recovery of excess depreciation applicable to prior years
resulting from provider termination or a decrease in Medicare utilization. (See HCFA Pub. 15-1, 88136
through 136.16.)

Line 22.--Enter any other adjustments. For example, enter an adjustment resulting from changing the
recording of vacation pay from cash basisto accrud basis. (See HCFA Pub. 15-1, §2146.4.) Specify the
adjustment in the space provided.

Line 23.--Enter the program’ s share of any net depreciation adjustment gpplicable to prior years resulting
from the gain or loss on the disposition of depreciable assets. (See HCFA Pub. 15-1, §8132 - 132.4.)
Enter the amount in parentheses () of any excess depreciation taken.

NOTE:  Section 1861 (V) (1) (O) sets a limit on the vauation of a depreciable asset that may be
recognized in establishing an appropriate alowance for depreciation, and for interest on capita
indebtedness after a change of ownership that occurs on or after December 1, 1997.

Line 24.--Enter the sum of line 20, minus the amount on line 21, plus or minus the amounts on lines 22 and
23.

Line 27.--Enter interim payments from Worksheet E-1, column 4, line 4.

Line 28.--Enter the amount on line 26 minus the amount on line 27. Enter a negative amount in parentheses
(). Trandfer thisamount to Worksheet S, Part 11, column 3, line 1 or line 2, as gpplicable.

Line 29.--Enter the program reimbursement effect of protested items.  Estimate the reimbursement effect
of the nondlowable items by applying ressonable methodology which dosdy gpproximate the actual effect
of theitem asif it had been determined through the norma cost finding process. Attach a schedule showing
the details and the computations for thisline.

3534.3  Part Ill - SNF Reimbursement Under PPS.--Use this part to caculate reimbursement
settlement under PPS for program services. For cost reporting periods beginning before duly 1, 1998, use
this part to caculate rembursement settlement for Part A services to Medicare residents under the
NHCMQ demonstration, Phase Il and Phase 1.

Pat A Line Descriptions

NOTE: Do not make any entries on lines 1 through 6 if you are paticipating in the NHCMQ
demongtration, Phase Il and Phase l11.

Line 1--For cost reporting periods beginning before July 1, 1998, enter the cost of ancillary services
furnished to inpatients for title XVII1, Part A, titleV, and title XIX. Obtain this amount from Worksheet
D, Part |, column 4, sum of lines 21 through 33.
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For cogt reporting periods beginning on and after July 1, 1998, enter the inpatient ancillary services
gpplicable to Intern and Resident Part A cost, from Worksheet D, Part 111, column 5 line 75.

Line 2.--No entries should be made on this line for cost reporting periods beginning before July 1, 1998.
For cost reporting periods beginning on and after July 1, 1998, enter the sum of title XVIII Intern and
Resident cost, from Worksheet D-1, Part 11, line 5.

Line 4.--Report the charges applicable to the ancillary services here from Worksheet D, column 2, sum of
lines 21 through 33. Do not complete this line for cost reporting periods beginning on and after July 1, 1998

Line 5.--Enter the intern and resident charges from the provider’ s records. Do not complete this line for
cost reporting periods beginning on and after July 1, 1998

Line 7.--The amount entered is the number of program days multiplied by the appropriate prospective
payment rate. For providers, with acost reporting period beginning on and after July 1, 1998, enter on
line 7 the amount from Worksheet S-7, Part 111, sum of columns 9 and 10, line 75. Providers with cost
reporting periods ending on and after February 28, 2001 must enter the amount from Worksheet S-7, Part
[V, column 5, line 46.

Line 8.--Enter the amounts paid or payable by workmen’s compensation and other primary payers where
program liability is secondary to that of the primary payer. There are Sx Stuations under which Medicare
payment is secondary to a primary payer:

1. Workmen's compensation,

2. No fault coverage,

3. Generd lidbility coverage,

4. Working aged provisons,

5. Disdility provisons, and

6. Working ESRD beneficiary provisons.

Generdly, when payment by the primary payer satisfies the liability of the program beneficiary, for cost
reporting purposes, the services are consdered to be non-program services. (The primary payment
sidfies the bendficiary’ sliability when you accept that payment as payment in full. Note this on no-pay bills
submitted in these Situations.) The patient days and charges areincluded in totd patient days and charges
but are not included in program days and charges. In this Situation, no primary payer payment is entered
online 8.

However, if the payment by the primary payer does not satisfy the beneficiary’ s obligation, the program
pays (in Stuations 1, 2, and 3) the amount it otherwise pays (absent primary payer payment) less the
primary payer payment and any deductible and coinsurance. In gtuations 1, 2, and 3, primary payer
payment is not credited toward the beneficiary’ s deductibles and coinsurance. In Stuations 4 and 5, the
program pays the lesser of (a) the amount it otherwise pays (without regard to the primary payer payment
or deductible and coinsurance) less the primary payer payment; or (b) the amount it otherwise pays (without
regard to primary payer payment or deductibles and coinsurance) less applicable deductible and
coinsurance. In Stuations4 and 5, primary payer payment is credited toward the beneficiary’ s deductible
and coinsurance obligation.

If the primary payment does not satisfy the beneficiary’ s liahility, include the covered days and chargesin

program days and charges and include the total days and charges in tota days and charges for cost
gpportionment purposes. Enter the primary payer payment on line 8 to the extent that
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3565. WORKSHEET K —ANALYSIS OF SNF BASED HOSPICE COST

In accordance with 42 CFR 413.20, the methods of determining costs payable under title XVI111 involve
meking use of data available from the indtitution's basic accounts, as usudly maintained, to arive a equitable
and proper payment for services. This worksheet provides for recording the trid baance of expense
accounts from your accounting books and records. It dso provides for reclassification and adjustmentsto
certain accounts. The cost centers on this worksheet are listed in a manner which facilitetes the transfer of
the various cost center data to the cost finding worksheets (e.g., on WorksheetsK, K-4, Parts| & 11, the
line numbers are consstent, and the totd line is set at 34). Not dl of the cost centers listed apply to dl
providers usng these forms.

Column 1.--Obtain salaries to be reported from Worksheet K-1, column 9, line 3-34.

Column 2.--Obtain employee benefits to be reported from Worksheet K-2 column 9 lines 3-34.
Column 3.--If the trangportation codts, i.e., owning or renting vehicles, public trangportation expenses, or
payments to employees for driving ther private vehicles can be directly identified to a particular cost center,

enter those codtsin the appropriate cost center. If these costs are not identified to a particular cost center,
enter them on line 6.

Column 4.--Obtain the contracted services to be reported from Worksheet K-3, column 9 lines 3-34.

Column 5.--Enter in the applicable linesin column 5 dl costs which have not been reported in columns 1
through 4.

Column 6.--Add the amounts in columns 1 through 5 for each cost center and enter the total in column 6.

Column 7.--Enter any reclassifications among cost center expensesin column 6 which are needed to effect
proper cost alocation. This column need not be completed by dl providers, but is completed only to the
extent reclassfications are needed and appropriate in the particular circumstances. Show reductions to
EXpenses as negative amounts.

Caumn 8.--Adjust the amounts entered in column 6 by the amounts in column 7 (increases and decreases)
and extend the net baancesto column 8. Thetota of column 8 must equd thetotal of column 6 on line 34.

Column 9--In accordance with 42 CFR 413ff, enter on the appropriate lines the amounts of any
adjustments to expenses required under Medicare principles of reimbursements. (See "3519.)

Column 10.--Adjust the amounts in column 8 by the amounts in column 9, (increases or decreases) and
extend the net balances to column 10.

Trandfer the amount in column 10, line 1 through 34 to the corresponding lines on Worksheet K-4, Part
[, column O.

Line Description

Lines 1 and 2-- Capitd Related Cog - Buildings and Fixtures and Capital Related Cost -Movable
Equipment.--These cost centers should include depreciation, leases and rentals for the use of the facilities
and/or equipment, interest incurred in acquiring land and depreciable assets used for patient care, insurance
on depreciable assats used for patient care, and taxes on land or depreciable assets used for patient care.
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Do not include in these cost centers the following costs: costs incurred for the repair or maintenance of
equipment or facilities; amounts included in the rentals or lease or lease payments for repair and/or
mai ntenance agreements; interest expense incurred to borrow working capital or for any purpose other than
the acquisition of land or depreciable assets used for patient care; generd liability insurance or any other
form of insurance to provide protection other than the replacement of depreciable assets, or taxes other than
those assessed on the basis of some valuation of land or depreciable assets used for patient care.

Line 3 - Plant Operation and Maintenance.--This cost center contains the direct expensesincurred in the
operation and maintenance of the plant and equipment, maintaining generd cleanliness and sanitation of
plant, and protecting the employees, visitors, and agency property.

Pant Operation and Maintenance include the maintenance and service of utility sysemssuch as heat, light,
water, air conditioning and air trestment. This cost center aso includes the cost of maintenance and repair
of building, parking facilities and equipment, painting, devator main-tenance, performance of minor
renovation of buildings, and equipment. The maintenance of grounds such as landscape and paved aress,
dreets on the property, sdewak, fenced areas, fencing, externa recrestion areas and parking facilities are
part of this cost center. The care or deaning of the interior physica plant, induding the care of floors wals,
callings, partitions, windows (ingde and outside), fixtures and furnishings, and emptying of trash containers,
aswdl asthe costs of smilar services purchased from an outside organization which maintains the safety
and well-being of personnd, visitors and the provider=s facilities, are al included in this cost center.

Line 4 - Trangportation-Staff.--Enter dl of the cost of transportation except those codts previoudy directly
assigned in column 3. This cogt is dlocated during the cost finding process.

Line5 - Volunteer Service Coordination--Enter dl of the cost associated with the coordination of service
volunteers. Thisincludes recruitment and training costs.

Line 6 - Adminidrative and Generd.--Use this cost center to record expenses of severd costs which benefit
the entire facility. Examplesinclude fisca services, legd services, accounting, data processing, taxes, and
mal practice costs.

Line 7 - Inpatient - General Care.--This cost center includes cogts applicable to patients who receive this
level of care because their condition is such that they can no longer be maintained a home. Generdly, they
require pain control or management of acute and severe dinica problems which cannot be managed in other
settings. The costs incurred on this line are those direct cogts of furnishing routine and ancillary services
associated with inpatient generd care for which other provisions are not made on this worksheet.

Codtsincurred by ahospice in furnishing direct petient care services to patients receiving genera inpatient
care ether directly from the hospice or under a contractud arrangement in an inpatient facility is to be
included in the vidting service costs section.

For ahospice that maintains its own inpatient beds, these costs include (but are not limited to) the costs of
furnishing 24 hours nursing care within the facility, petient meds, laundry and linen services, and
housekeeping. Plant operation and maintenance cost is recorded on line 3.

For a hospice that does not maintain its own inpatient beds, but furnishes inpatient genera care through a
contractua arrangement with another facility, record contracted/purchased costs on Worksheet K-3. Do
not include any cogts associated with providing direct patient care. These codts are recorded in the visiting
Services section.
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Line 8 - Inpatient - Respite Care.--This cost center includes costs gpplicable to patients who receive this
level of care on an intermittent, nonroutine, and occasiond basis. The cogsincluded on this line are those
direct cogts of furnishing routine and ancillary services associated with inpatient respite care for which other
provisions are not made on this worksheet. Costs incurred by the hospice in furnishing direct patient care
services to patients receiving inpatient respite care either directly by the hospice or under a contractua
arrangement in an inpatient facility are to be included in visting service costs section.

For ahospice that maintains its own inpatient beds, these costs include (but are not limited to) the costs of
furnishing 24 hours nursng care within the faclity, patient meds, laundry and linen services and
housekeeping. Plant operation and maintenance costs are recorded on line 3.

For a hospice that does not maintain its own inpatient beds, but furnishes inpatient respite care through a
contractua arrangement with another facility, record contracted/purchased costs on Worksheet K-3. Do
not include any cogts associated with providing direct patient care. These codts are recorded in the visiting
Service costs section

Line 9 - Physcian Services--In addition to the pdliation and management of termind illness and related
conditions, hospice physician services dso include meeting the generd medica needs of the patients to the
extent that these needs are not met by the attending physician. The amount entered on this line includes
costs incurred by the hospice or amounts billed through the hospice for physicians direct patient care
services.

Line 10 - Nursing Care .--Generdly, nursang services are provided as specified in the plan of care by or
under the supervision of aregistered nurse at the patient’ s resdence.

Line 11 - Physicd Therapy.--Physica therapy isthe provison of physica or corrective treetment of bodily
or mental conditions by the use of physica, chemicd, and other properties of hest, light, weter, ectricity,
sound massage, and thergpeutic exercise by or under the direction of a registered physica therapist as
prescribed by a physician. Therapy and speech-language pathology services may be provided for
purposes of symptom control or to enable the individual to maintain activities of daily living and basic
functional skills.

Line 12 - Occupational Therapy.--Occupationa therapy is the application of purposeful god-oriented
activity in the evauation, diagnogtic, for the persons whaose function isimpaired by physicd illness

or injury, emotiond disorder, congenital or developmenta disability, and to maintain hedth. Therapy and
speech-language pathology services may be provided for purposes of symptom control or to engble the
individual to maintain activities of daily living and basic functional skills.

Line 13 - Speech/L anguage Pathology .--These are physician-prescribed services provided by or under
the direction of a qudified speech-language pathologig to thase with functionaly impaired communications
skills. Thisindudes the evauation and management of any exigting disorders of the communication process
centering entirely, or in part, on the reception and production of speech and language related to organic
and/or nonorganic factors. Therapy and speech-language pathology services may be provided for
purposes of symptom control or to enable the individual to maintain activities of daily living and basic
functional skills.

Line 14 - Medica Socia Services--This cost center includes only direct expenses incurred in providing
Medica Socid Services. Medica Socid Services consst of counsealing and assessment activities which
contribute meaningfully to the treetment of a patient’s condition. These services mugt be provided by a
qualified socia worker under the direction of a physician.
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Lines 15-17 - Counsdling.--Counsdling Services must be available to both the termindly ill individud and
family members or other persons caring for the individud a home. Counsdling, including dietary counsding,
may be provided both for the purpose of training the individud's family or other care giver to provide care,
and for the purpose of helping the individua and those caring for him or her to adjust to the individud's
goproaching desth.  This includes dietary, spiritud, and other counsdling services provided while the
individuad is enrdlled in the hospice. Cogts associated with such counsdling are accumulated in the
appropriate counsdling cost center. Costs associated with bereavement counsdling are recorded on line
30.

Line 18 - Home Hedlth Aide and Homemaker. --Enter the cost of a home hedlth aide and homemaker
sarvices. Home hedlth aide services are provided under the generd supervison of aregistered professond
nurse and may be provided by only individuas who have successfully completed a home hedlith aide training
and competency evaluation program or competency evaluation program as required in 42 CFR 484.36.

Home hedlth aides may provide persona care services. Aides may aso perform household services to
maintain asafe and sanitary environment in areas of the home used by the patient, such as changing the bed
or light cleaning and laundering essentid to the comfort and cleanliness of the patient.

Homemaker services may include assstance in persond care, maintenance of a safe and hedthy
environment, and services to enable the individua to carry out the plan of care.

Line 19 - Other.-- Enter on thisline any other visiting cost which cannot be appropriatdy identified in the
services dready listed.

Line 20 - Drugs, Biologicd and Infusion Therapy.-- Only drugs as defined in §1861(t) of the Act and which
are used primarily for the rdief of pain and symptom control related to the individud's termind illness are
covered. The amount entered on this line includes costs incurred for drugs or biologicas provided to the
patientswhilea home. If apharmacist digpenses prescriptions and provides other sarvices to patients while
the patient is both at home and in an inpatient unit, a reasonable alocation of the pharmacist cost must be
made and reported respectively on line 20 (Drugs and Biologicals) and line 7 (Inpatient Generd Care) or
line 8 (Inpatient Respite Care) of Worksheet K.

A hospice may, for example, use the number of prescriptions provided in each setting to make that
dlocation, or may use any other method that results in areasonable dlocation of the pharmacist’s cost in
relation to the service rendered.

Infusion therapy may be used for palliative purposes if you determine that these services are needed for
pdliation For the purposes of a hospice, infusion thergpy is considered to be the thergpeutic introduction
of afluid other than blood, such as sdine solution, into aven.

Line 21 - Durable Medica Equipment/Oxygen.--Durable medica equipment as defined in 42 CFR 410.38
aswdl as other sdf-hep and persond comfort items reated to the paliation or management of the patient’s
termind illness are covered. Equipment is provided by the hospice for use in the patient’s home while he
or sheis under hospice care.

Line 22 - Patient Transportation.--Enter al of the cost of trangportation except those costs previoudy
directly assigned in column 3. This cost is dlocated during the cost finding process.

Line 23 - Imaging Services.--Enter the cost of imaging services including MRU.
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| Line 24 - Labs and Diagnogtics.--Enter the cost of laboratory and diagnostic tests.

Line 25 - Medicd Supplies--The cost of medica supplies reported in this cost center are those costs which
are directly identifiable supplies furnished to individua patients.

These supplies are generdly specified in the patient's plan of treatment and furnished under the specific
direction of the patient's physician.

Line 26 - Outpatient Services .~-Use thisline for any outpatient services cogts not captured esewhere. This
cost can include the cogt of an emergency room department.

Lines 27-28 - Radiation Thergpy and Chemotherapy.--Radiation, chemotherapy, and other modalities may
be usad for paliative purposes if you determine tha these services are needed for paliation. This
determination is based on the patient’ s condition and your care giving philosophy.

Line 29 - Other (Specify).--Enter any additiond cogtsinvolved in providing visiting services which have not
been provided for in the previous lines.

Lines 30-33 - Non Reimbursable Cogts.--Enter in the appropriate lines the gpplicable cogts. Bereavement
program cogts congsts of counsding services provided to the individud’ s family after the individud’ s degth.

In accordance with 81814 (1)(1) (A) of the Socia Security Act, bereavement counsdling is a required
hospice service, but it is not rembursable.

| Line 34 - Totd.--Line 34 column 10, must agree with Worksheet A, line 55, column 7.
| 3566. WORKSHEET K-1-HOSPICE COMPENSATION ANALYSISSALARIESAND WAGES

Enter dl sdaries and wages for the hospice on this worksheet for the actud work performed within the
specific area or cost center in accordance with the column headings. For example, if the adminigtrator dso
performs visiting services which account for 55 percent of that person's time, then enter 45 percent of the
adminidrator's sdary on line 6 (A& G) and 55 percent of the adminigrator's sdary enter on line 10 (Nursing
Care).

The records necessary to determine the Split in sdary between two or more cost centers must be maintained
by the hospice and must adequatdly substantiate the method used to split the salary. These records must
be available for audit by the intermediary, and the intermediary can accept or regject the method used to
determine the split in sdlary. When gpprova of amethod has been requested in writing and this approva
has been received prior to the beginning of a cost reporting period, the gpproved method remains in effect
for the requested period and dl subsequent periods until you request in writing to change to another method
or until the intermediary determines that the method is no longer vaid due to changesin your operations.

| Definitions

Sdary.--This is gross sdary paid to the employee before taxes and other items are withheld, including
deferred compensation, overtime, incentive pay, and bonuses. (See HCFA Pub. 15-1, Chapter 21.)

| Adminigrator (Column 1).--

| Possible Titles: President, Chief Executive Officer.
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Duties  This postion is the highest occupetiond leve in the agency. This individud is the chief
management officid in the agency. The adminidrator develops and guides the organization by taking
repongbility for planning, organizing, implementing, and evauating. The adminidrator is responsble for
the gpplication and implementation of established policies. The administrator may act as aliaison among
the governing body, the medica staff, and any departments. The adminigtrator provides for personne
policies and practices that adequately support sound patient care and maintains accurate and complete
personnd records. The adminigtrator implements the control and effective utilization of the physica and
financia resources of the provider.

Director (Column 2).--

Possible Titles: Medica Director, Director of Nursing, or Executive Director

Duties  Themedicd director isresponsble for helping to establish and asaure that the qudity of medica
care is goprased and maintained.  This individud advises the chief executive officer on medica and
adminigrative problems and investigates and studies new developmentsin medica practices and techniques.

The nursing director is respongble for establishing the objectives for the department of nursng. This
individud adminigters the department of nuraing and directs and del egates management of professiond and
ancillary nursing personndl.

Medicd Socid Worker (Column 3).--Thisindividud is a person who has a least a bachelor’ s degree from
aschool accredited or approved by the council of socid work education. These services must be under
the direction of a physician and must be provided by aqualified socid worker.

Supervisors (Column 4).--Employessin this dassfication are primarily involved in the direction, supervision,
and coordination of the hospice activities.

When a supervisor performs two or more functions, e.g., supervision of nurses and home hedth aides, the
sdaries and wages mugt be split in proportion with the percentage of the supervisor's time soent in eech cost
center, provided the hospice maintains the proper records (continuous time records) to support the split.

If continuous time records are not maintained by the hospice, enter the entire salary of the supervisor on
line 6 (A& G) and alocate to dl cost centers through step-down. However, if the supervisor's sdary isall
lumped in one cogt center, e.g., nursing care, and the supervisor's title coincides with this cost center, eg.,
nursing supervisor, no adjustment is required.

Total Therapists (Column 6).--Include in column 6, on the line indicated, the cost attributable to the
following services

Physica therapy - linell
Occupationa therapy - line12
Speech pathology - linel13

Thergpy and speech-language pathology may be provided to control symptoms or to enable the individua
to maintain activities of daily living and basic functiond kill.
Physicd therapy is the provision of physica or corrective treetment of bodily or mental conditions by the

use of physicd, chemica, and other properties of heet, light, water, dectricity, sound, massage, and
thergpeutic exercise by or under the direction of aregistered physical therapist as prescribed by aphyscian.
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Occupationd theragpy is the gpplication of purposeful, god-oriented activity in the evauation, diagnosis,
and/or treatment of persons whose ability to work is impaired by physica illness or injury, emotiond
disorder, congenitd or developmenta disability, or the aging process, in order to achieve optimum
functioning, to prevent disability, and to maintain hedth.

Speech-language pathology is the provision of services to persons with impaired functiona communications
kills by or under the direction of a qudified speech-language pathologist as prescribed by aphysician. This
includes the evauation and management of any existing disorders of the communication process centering
entirely, or in part, on the reception and production of speech and language related to organic and/or
nonorganic factors.

Aides (Column 7).--Included in this classfication are specidly trained personnd employed for providing
persond care services to patients. These employees are subject to Federd wage and hour laws. This
function is performed by specidly trained personnd who asss individuds in carrying out physician
indructions and established plans of care. The reason for the home hedlth aide services must be to provide
hands-on personal care services under the supervision of aregistered professona nurse.

Aides may provide persona care services and household services to maintain a safe and sanitary
environment in areas of the home used by the patient, such as changing the bed or light cleaning and
laundering essentid to the comfort and cleanliness of the patient. Additiona services include, but are not
limited to, asagting the patient with activities of daily living.

All Other (Column 8). -- Employees in this classification are those not included in columns 1 - 7. Included
in this classfication are digtary, piritud, and other counsdors. Counseling Services must be available to
both the termindly ill individud and the family members or other persons caring for the individud a home,
Counseling, including dietary counseling, may be provided both for the purpose of training the
individual's family or other care giver to provide care, and for the purpose of helping the individual
and those caring for him or her to adjust to the individual's approaching death. Thisindudes digary,
spiritual and other counsdling services provided while the individud is enrolled in the hospice.

Tota (Column 9).--Add the amounts of each cost center, columns 1 through 8, and enter the tota in column
9. Trander these totalsto Worksheet K, column 1, lines as gpplicable. To facilitate transferring amounts
from Worksheet K-1 to Worksheet K, the same cost centers with corresponding line numbers are listed
on both worksheets. Not al of the cost centers are gpplicable to al agencies. Therefore, use only those
cost centers gpplicable to your hospice.

3567. WORKSHEET K-2 — HOSPICE COMPENSATION ANALYSIS - EMPLOYEE
BENEFTS (PAYROLL RELATED)

Enter al payroll-related employee benefits for the hospice on this worksheet. See HCFA Pub. 15,
Chapter 20, for a definition of fringe benefits. Use the same basis as that used for reporting sdaries and
wages on Worksheet K-1. Therefore, usng the same example as given for Worksheet K-1, enter 45
percent of the adminigtrator's payroll-related fringe benefits on line 6 (A& G) and enter 55 percent of the
adminigrator's payroll-related fringe benefits on line 10 (Nursing Care). Payroll-related employee benefits
must be reported in the cost center in which the gpplicable employee's compensation is reported.

This assgnment can be performed on an actud basis or the following basis.
FICA - actua expense by cost center;

Pension, retirement, and health insurance (nonunion) (gross sdaries of participating individuas by cost
center);

Rev. 10 35-125



3568 FORM HCFA-2540-96 01-01

Union hedlth and welfare (gross sdaries of participating union members by cost center); or
All other payrall-related benefits (gross salaries by cost center). Include non payroll- rdaedamdoyee
bendfitsin the A& G cogt center, e.g., cost for persona education, recreation activities, and day care.

Add the amounts of each cogt center, columns 1 through 8, and enter the total in column 9. Trandfer these
totas to Worksheet K, column 2, corresponding lines. To facilitate transferring amounts from Worksheet
K-2 to Worksheet K, the same cost centers with corresponding line numbers are listed on both
workshests.

3568. WORKSHEET K-3-HOSPICE COMPENSATION ANALYSIS- CONTRACTED
SERVICES/IPURCHASED SERVICES

The hospice may contract with another entity to provide non-core hospice services. However, nurang care,
medica socid services and counsgling are core hospice services and must routingly be provided directly
by hospice employees. Supplementa services may be contracted in order to meet unusua staffing needs
that cannot be anticipated and that occur so infrequently it would not be practica to hire additiona staff to
fill these needs. Y ou may aso contract to obtain physician Specidty services. If contracting is used for any
services, maintain professond, financia, and adminigtrative respongbility for the services and assure that
al gaff meet the regulatory quadification requirements.

Enter on this worksheet dl contracted and/or purchased services for the hospice. Enter the
contracted/purchased cost on the gppropriate cost center line within the column heading which best
describes the type of services purchased. Costs associated with contracting for generd inpatient or respite
care would be recorded on thisworksheet. For example, where physical therapy services are purchased,
enter the contract cost of the therapist in column 6, line 11. If a contracted/purchased service covers more
than one cogt center, then the amount gpplicable to each cost center isincluded on each affected cost center
line. Add the amounts of each cost center, columns 1 through 8, and enter thetotd in column 9. Transfer
these totals to Worksheet K, column 4, corresponding lines. To facilitate transferring amounts from
Worksheet K-3 to Worksheet K, the same cost centers with corresponding line numbers are listed on both
workshests.

3569. WORKSHEET K-4, PART | - COST ALLOCATION —HOSPICE GENERAL SERVICE
COST AND WORKSHEET K-4, PART IlI- COST ALLOCATION - HOSPICE
STATISTICAL BASIS

Worksheet K-4 provides for the dlocation of the expenses of each generd service cost center to those cost
centers which receive the services. The cogt centers serviced by the genera service cost centersinclude
al cogt centers within the provider organization, i.e., other generd service cost centers, reimbursable cost
centers, and nonreimbursable cost centers. Obtain the total direct expenses from Worksheet K, column
10. Tofacilitate transferring amounts from Worksheet K to Worksheet K-4, Part |, the same cost centers
with corresponding line numbers (lines 1 through 34) are listed on both worksheets.

Worksheet K-4, Part |1, provides for the proration of the satistical data needed to equitably dlocate the
expenses of the general service cost centers on Worksheet K-4, Part .

To facilitate the dlocation process, the generd formeat of Parts| & 11 areidentica. The column and line
numbers for each generd service cost center are identical on the two worksheets. In addition, the line
numbers for each generad, rembursable, nonreimbursable, and specid purpose cost center are identica on
the two worksheets. The cost centers and line numbers are dso consstent with Worksheets K, K-1, K-2,
and K-3. If the provider has subscripted any lines on these K worksheets, the provider must subscript the
same lines on Worksheet K-4, Part 1.
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NOTE: Generd service columns 1 through 5 and subscripts thereof must be consistent on Worksheets
K-4, Parts| & II.

The datistical bases shown at the top of each column on Part |1 are the recommended bases of dlocation
of the cost centersindicated. If adifferent basis of dlocation is used, the provider must indicate the basis
of alocation actudly used at the top of the column.

Most cost centers are allocated on different statistical bases. However, for those cost centers where the
basisisthe same (e.g., square feet), the totd Satistical base over which the cogts are to be allocated will
differ because of the prior eimination of cost centers that have been closed.

Close the generd service cost centers in accordance with 42 CFR 413.24(d)(1) which states, in part, that
“the cogt of the nonrevenue-producing cost center serving the greatest number of other centers, while
receiving benefits from the least number of centers, is gpportioned first.” Thisis darified in HCFA Pub.
15-1, §2306.1 which further clarifies the order of alocation for step down purposes. Consequently, first
close those cost centers that render the most services to and recelve the least services from other cost
centers. The cost centers are listed in this sequence from left to right on the worksheet. However, the
circumgtances of an agency may be such that a more accurate result is obtained by dlocating to certain cost
centers in a sequence different from that followed on these worksheets.

NOTE: A changein order of dlocation and/or dlocation datigticsis gppropriate for the current fisca year
cod if recaived by the intermediary in writing within 90 days prior to the end of that fiscd yeer.
Theintermediary has 60 daysto make a decison or the change is automatically accepted. The
change must be shown to more accurately alocate the overhead or, if the dlocation is accurate,
it must be changed due to smplification of maintaining the datigics. If achange in satigticsis
made, the provider must maintain both sets of statistics until an gpprovd ismade. If both sets
are not maintained and the request is denied, the provider reverts back to the previoudy
goproved methodology. The provider must include with the request al supporting
documentation and a thorough explanation of why the aternative approach must be used. (See
HCFA Pub. 15-1, §2313.)

If the amount of any cost center on Worksheet K, column 10, has a credit balance, show this amount as
acredit baance on Worksheet K-4, Part | column 0. Allocate the costs from the gpplicable overhead cost
centers in the norma manner to the cost center showing a credit balance. After receiving costs from the
applicable overhead cost centers, if a general service cost center has a credit balance a the point it is
alocated, do not alocate the genera service cost center. Rather, enter the credit baance on the first line
of the column and on line 34. This enables column 6, line 34, to cross foot to columns 0 and 5A, line 34.
After receiving cogts from the gpplicable overhead cost centers, if arevenue producing cost center has a
credit balance on Worksheet K-4, Part |, column 6, do not carry forward a credit baance to any
workshest.

On Worksheet K-4, Part I, enter on the firgt line in the column of the cost center the total statistics
gpplicable to the cost center being dlocated (e.g., in column 1, capita-related cost - buildings and fixtures,
enter on line 1 the total square feet of the building on which depreciation was taken). Use accumulated cost
for dlocating adminigtrative and generd expenses.

Such gatigtical base does not include any datigtics related to services furnished under arrangements except
where both Medicare and non-Medicare costs of arranged-for services are recorded in your records.

For al cost centers (below the cost center being dlocated) to which the service rendered is being dlocated,
enter that portion of the total statistica base gpplicable to each.
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Thetotal sum of the Satistical base gpplied to each cost center receiving the services rendered must equa
the total Setigtics entered on thefirgt line,

Enter on Worksheet K-4, Part 11 line 34, the total expenses of the cost center to be allocated. Obtain this
amount from Worksheet K-4, Part | from the same column and line number of the same column. In the case
of capitd-related costs - buildings and fixtures, this amount is on Worksheet K-4, Part |, column 1, line 1.

Divide the amount entered on line 34 by the totd Setigtical base entered in the same column on thefirgt line.
Enter the resulting unit cost multiplier on line 35. Round the unit cost multiplier to at least the nearest Six
decimd places. Multiply the unit cost multiplier by that portion of the tota statigtical base gpplicable to each
cost center receiving the services rendered. Enter the result of each computation on Worksheet K-4, Part
| in the corresponding column and line.

After the unit cost multiplier has been gpplied to dl the cost centers recaiving codts, the tota expenses (line
34) of dl of the cost centers receiving the dlocation on Worksheet K-4, Part |, must equal the amount
entered on thefirgt line of the cost center being dlocated.

The preceding procedures must be performed for each genera service cost center. Each cost center must
be completed on both Worksheets K-4, Part | & 11 before proceeding to the next cost center.

After dl the cogts of the generd service cost centers have been dlocated on Worksheet K-4, Part |, enter
in column 7 the sum of the expenses on lines 7 through 33. Thetotal expenses entered in column 7, line 34,
must equa the total expenses entered in column O, line 34.

Column Descriptions

Column 1.--Depreciation on buildings and fixtures and expenses pertaining to buildings and fixtures such
asinsurance, interest, rent, and redl estate taxes are combined in this cost center to facilitate cost dlocation.

Allocate al expensesto the cost centers on the basis of square feet of area occupied. The square footage
may be weighted if the person who occupies a certain area of space spends their time in more than one
function. For example, if aperson spends 10 percent of time in one function, 20 percent in another function,
and 70 percent in gill another function, the square footage may be weighted according to the percentages
of 10 percent, 20 percent, and 70 percent to the applicable functions.

Column 2.--Allocate al expenses (e.g., interest or persona property tax) for movable equipment to the
appropriate cost centers on the basis of square feet of area occupied or dollar vaue.

Column 4.--The cost of vehicles owned or rented by the agency and all other transportation costs which
were not directly assgned to another cost center on Worksheet K, column 3, isincluded in this cost center.
Allocate this expense to the cost centers to which it applies on the basis of miles applicable to each cost
center.

Thisbasis of alocation is not mandatory and a provider may use weighted trips rather than actuad miles as
abasis of alocation for trangportation costs which are not directly assigned. However, a hospice must
request the use of the aternative method in accordance with HCFA Pub. 15-1, §2313. The hospice must
maintain adequate records to substantiate the use of this alocation.

Column 6.--The A& G expenses are dlocated on the basis of accumulated costs after reclassifications and
adjustments.
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Therefore, obtain the amounts to be entered on Worksheet K-4, Part |1, column 6, from Worksheet K-4,
Part |, columns O through 5.

A negative cogt center balance in the Satistics for dlocating A& G expenses causes an improper digtribution
of this overhead cost center. Negative balances are excluded from the dlocation datigtics when A& G
expenses are alocated on the basis of accumulated cost.

A& G costs applicable to contracted services may be excluded from the total cost (Worksheet K-4, Part
[, column Q) for purposes of determining the basis of alocation (Worksheet K-4, Part 11, column 5) of the
A&G cods. This procedure may be followed when the hospice contracts for services to be performed for
the hospice and the contract identifies the A& G costs gpplicable to the purchased services.

The contracted A& G costs must be added back to the applicable cost center after dlocation of the hospice
A& G cost before the reimbursable costs are transferred to Worksheet K-5. A separate worksheet must
be included to display the breakout of the contracted A& G costs from the applicable cost centers before
alocation and the adding back of these cogts after dlocation. Intermediary approva does not have to be
secured in order to use the above described method of cost finding for A& G.

Worksheet K-4, Part |1, Column 6A.--Enter the codts attributable to the difference between the total
accumulated cost reported on Worksheet K-4, column 5A, line 34 and the accumulated cost reported on
Worksheet K-4, Part 11, column 6, line 6. Enter any amounts reported on Worksheet K-4, column 5A
for (1) any service provided under arrangements to program patients that is not grossed up, and (2)
negative balances. Including these costs in the statistics for dlocating adminigtrative and genera expenses
causes an improper distribution of overhead.

In addition, report on line 6 the administrative and genera costs reported on Worksheet K-4, column 6,
line 6 since these costs are not included on Worksheet K-4, Part 11, column 6 as an accumulated cost
satigtic.

For fragmented or componentized A& G cost centers, the accumulated cost center line number must match
the reconciliation column number. Incdude in the column number the dpha character “A”,

i.e, if the accumulated cost center for A& G isline 6 (A& G), the reconciliation column designation must be
6A.

Worksheet K-4, Part 11, Column 6.--The administrative and genera expenses are dlocated on the basis
of accumulated costs. Therefore, the amount entered on Worksheet K-4, Part |1, column 6, line 6, isthe
difference between the amounts entered on Worksheet K-4, column 5A and Worksheet K-4, Part 11,
column 6A. A negative cogt center baance in the Statidtics for dlocating adminigtrative and generd
expenses causes an improper digtribution of this overhead cost center. Exclude negative baances from the
dlocation gatigtics.

Hospices wishing to use an dternative alocation method (i.e., achange in dlocation badis or the sequence
of cost center alocation) must do so in accordance with HCFA Pub. 15-1, §2313. The fragmentation of
A& G codts condtitutes a direct assgnment of A& G costs and as such must follow the policy established
under 82307 of HCFA Pub. 15-1
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3570. WORKSHEET K-5- ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE
COST CENTERS

Use this worksheset only if you operate a certified SNF-based Hospice as part of your complex. If you
have more than one SNF-based Hospice, complete a separate worksheet for each facility.

3570.1 Part |l - Allocetion of Generd Service Coststo HOSPICE Cogt Centers.-- Worksheet K-5, Part
I, provides for the allocation of the expenses of each genera service cost center of the SNIF to those cost
centers which receive the services. Worksheet K-5, Part I providesfor the proration of the Satistical data
needed to equitably alocate the expenses of the general service cost centers on Worksheet K-5, Part .

Obtain thetotd direct expenses (column O line29) from Worksheet A, column 7, line 55. Obtain the cost
center alocation (column O, lines 1 through 28) from Worksheet K-4, lines as indicated. The amounts on
line 29, columns O through 16 must agree with the corresponding amounts on Worksheet B, Part |, columns
0 through 16, line 55. Calculate the amounts entered on lines 1 through 17, columns 1 through 16.

NOTE: Worksheet B, Part |, established the method used to reimburse direct graduate medica
education cost (i.e., reasonable cost or the per resdent amount). Therefore, this worksheet must
follow that method. If Worksheet B, Part |, column 17, excluded the costs of interns and
resdents, column 17 on this worksheet must also exclude these costs.

Line 30.--Enter the unit cost multiplier (column 16, line 1), divided by the sum of column 16, line 29 minus
column 16, line 1, rounded to 6 decimd places. Multiply each amount in column 16, lines 2 through 28,
by the unit cost multiplier, and enter the result on the corresponding line of column 17.

3570.2 Partll - Allocation of General Service Costs to Hospice Cost Centers -Statistical Basis.--To
facilitate the allocation process, the genera format of Worksheet K-5, Parts| and |1, isidentical.

The gatistical basis shown at the top of each column on Worksheet K-5, Part 11, is the recommended basi's
of alocation of the cost center indicated.

NOTE: If youwish to change your dlocation basis for a particular cost center, you must make a written
request to your intermediary for approva of the change and submit reasonable justification for
such change prior to the beginning of the cost reporting period for which the change isto gpply.

The effective date of the change is the beginning of the cost reporting period for which the
request has been made. (See HCFA Pub. 15-1, §2313))

If there isachange in ownership, the new owners may request that the intermediary approve a
change of dlocation basisin order to be congstent with their established cost finding practices.
(See HCFA Pub. 15-1, §2313))

Lines 1 through 28.--On Worksheet K-5, Part 11, for dl cost centers to which the generd service cost
center is being alocated, enter that portion of the tota statistical base applicable to each.

Line 29.--Enter the tota of lines 1 through 28 for each column. Thetota in each column must be the same
as shown for the corresponding column on Worksheet B-1, line 55.

Line 30.--Enter the unit cost multiplier which is obtained by dividing the cost entered in Part I, line 29 by
the totd datidtic entered in the same column in Part 11, line 29. Round the unit cost multiplier to Sx decimd
places.
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Multiply the unit cost multiplier by that portion of the total statistics gpplicable to each cost center receiving
the services. Enter the result of each computation on Worksheet K-5, Part |, in the corresponding column
and line.

| Perform the preceding procedures for each general service cost center.

| In column 18, Part |, enter the total of columns 4A through 15.

In column 17, Part 1, for lines 2 through 28, multiply the amount in column 17 by the unit cost multiplier on
line 30, Part |, and enter the result in this column. On line 29, enter the tota of the amounts on lines 2
through 28. Thetota on line 29 equds the amount in column 16, line 1.

In column 18, Part |, enter on lines 2 through 28 the sum of columns 16 and 17. Thetotd on line 29 equas
the tota in column 18, line 29.

3570.3 Part IllI- Apportionment Hospice Shared Costs.--This worksheet provides for the shared
therapy, drugs, or medical supplies from the SNF to the hospice.

| Column Description

| Columns 1 & 2.-- Enter in column 2, the cost for each discipline from Worksheet K-5, Part |, cal. 18, lines
asindicated in column 1.

Column 3 & 4.--Where gpplicable, enter in column 4 the cost to charge ratio from Worksheet C, | column
3, linesasindicated in column 3.

Column 5.--Where SNF departments provides services to the hospice, enter on the gppropriate lines the
charges, from the provider’ s records, applicable to the SNF-based hospice.

Column 6.--Multiply the amount in column 5 by theratios in column 4 and enter the result in column 6.

Column 7.--Add the amounts in column 2 to the amounts in column 6 and enter the result in column 7 in
order to compute the total shared cost.

| Line 9.--Sum of column 7 lines 1 through 8.
| 3571.  WORKSHEET K-6 - CALCULATION OF PER DIEM COST

Worksheet K-6 calculates the average cost per daysin providing care for a hospice patient. It isonly an
average and should not be misconstrued as the absolute.

Line 1.--Totd cost from Worksheet K-5 Part I, line 34, column 7, lessline 33, column 7, plus Worksheet
K-5, Par 111, line 11, column 6. Thislineis supposeto reflect the true cost without any non hospice related
costs.

| Line 2.--Total unduplicated days from Worksheet S-8, line 5, cal. 6.

Line 3.--Averagetotal cogt per day. Dividethetota cogt from line 1 by the tota number of daysfrom line

N

| Line 4.--Unduplicated Medicare days from Worksheet S-8, line 5, column 1.
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Line 5.--Average Medicare cost. Multiply the average cost from line 3 by the number of unduplicated
Medicare days on line 4 to arrive at the average Medicare cost.

Line 6.--Unduplicated Medicaid days from Worksheet S-8, line 5, column 2.

Line 7.--Average Medicaid cost. Multiply the average cost from line 3 by the number of unduplicated
Medicaid dayson line 6 to arrive at the average Medicaid cost.

Line 8.--Unduplicated SNF days from Worksheet S-8, line 5, column 3.

c

ne 9.--Average SNF cost. Multiply the average cost from line 3 by the number of unduplicated SNF
dayson line 8 to arrive at the average SNF cost.

Line 10.--Unduplicated NF days from Worksheet S-8, line 5, column 4.

Line 11--Average NF cogt. Multiply the average cost from line 3 by the number of unduplicated NF days
on line 10 to arrive at the average NF cost.

Line 12.--Unduplicated Other days from Worksheet S-8, line 5, column 5.

Line 13.--Average Other cost. Multiply the average cost from line 3 by the number of unduplicated Other
dayson line5 to arrive a the average Other cost.

Line 14.--Totd cog add lines 5, column 1 plusline 7 column 2 and line 13, column 3. Line 14 must equa
line1 column 4. Line9, column 1 average SNF cost is aready accounted for in the total Medicare cost
for Title XVIIl. Smilarly line 11, column 2, is dready accounted for on line 7, column 2 for Medicaid cost
for Title X1X.

Line 15.--Totd days add lines 4, column 1 plusline 6 column 2 and line 12, column 3. Line 15 mug equd
line 2 column 4. Line 8, column 1 unduplicated SNF days is adready accounted for in the totdl Medicare
cod for Title XVIII. Similarly line 10, column 2, is aready accounted for on line 6, column 2 for Medicad
codt for Title X1X.
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PROVIDER NO.: PERIOD:
RECLASSIFICATION AND ADJUSTMENT FROM WORKSHEET A
OF TRIAL BALANCE OF EXPENSES TO
RECLASSI- RECLASSIFIED | ADJUSTMENTS | NET EXPENSES
FICATIONS TRIAL TO EXPENSES FOR COST
COST CENTER SALARIES OTHER TOTAL Increase/Decrease BALANCE Increase/Decrease | ALLOCATION
(Omit Cents) (Col1+Col2) | (FrWkstA-6) | (Col3+-Col4)| (FrwkstA-8) | (Col5+/-Col6)

Al 8 [clf D 1 2 3 4 5 6 7

GENERAL SERVICE COST CENTERS
1 | 0100| x | Captial-Related Costs - Building & Fixture 1
2 [ 0200] x | Capital-Related Costs - Moveable Equipment 2
3 [ 0300] x | Employee Benefits 3
4 |[0400| x | Administrative and General 4
5 [0500] x | Plant Operation, Maintenance and Repairs 5
6 |[0600| x | Laundry and Linen Service 6
7 |0700] x | Housekeeping 7
8 |[0800]| x | Dietary 8
9 [0900] x | Nursing Administration 9
10 | 1000 Central Services and Supply 10
11 | 1100 Pharmacy 11
12 | 1200 Medical Records and Library 12
13 | 1300 Social Service 13
14 | 1400 Intern & Residents (Apprvd Tchng Prog.) 14
15 Other Genera Service Cost 15

INPATIENT ROUTINE SERVICE COST CENTERS
16 | 1600| x | Skilled Nursing Facility 16
17 17
18 | 1800| x | Nursing Facility 18

18.1 ] 1810 x | Intermediate Care Facility - Mentally Retarded 18.1

19 | 1900| x | Other Long Term Care 19
20 Other Inpatient Routine Cost 20

ANCILLARY SERVICE COST CENTERS
21 | 2100| x | Radiology 21
22 | 2200| x | Laboratory 22
23 | 2300 x [ Intravenous Therapy 23
24 | 2400 x | Oxygen (Inhalation) Therapy 24
25 | 2500 | x | Physical Therapy 25
26 | 2600 x | Occupational Therapy 26
27 | 2700 | x | Speech Pathology 27
28 | 2800| x | Electrocardiology 28
29 |2900| x | Medical Supplies Charged to Patients 29
30 | 3000 x | Drugs Charged to Patients 30
31 | 3100| x | Dental Care - Title XIX only 31
32 | 3200 x | Support Surfaces 32
33 x [Other Ancillary Service Cost Center 33

x Indicates the lines to be used under the Simplified Method
FORM HCFA-2540-96 (01/2001 ) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3516)
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PROVIDER NO.: PERIOD:
RECLASSIFICATION AND ADJUSTMENT FROM WORKSHEET A
OF TRIAL BALANCE OF EXPENSES TO
COST CENTER RECLASSI- RECLASSIFIED | ADJUSTMENTS | NET EXPENSES
SALARIES OTHER TOTAL FICATIONS TRIAL TO EXPENSES FOR COST
(Omit Cents) Increase/Decrease BALANCE Increase /Decrease| ALLOCATION
(Col 1+ Col 2)| (FrwkstA-6) | (Col3+/-Col4)| (FrWkstA-8) | (Col5+/-Col6)
A | 8 |c] D 1 2 3 4 5 6 7
OUTPATIENT SERVICE COST CENTERS
34 [ 3400 Clinic 34
35 | 3500 Rural Health Clinic (RHC) 35
36 Other Outpatient Service Cost 36
OTHER REIMBURSABLE COST CENTERS
37 [ 3700 Administrative and General - HHA 37
38 | 3800 Skilled Nursing Care - HHA 38
39 | 3900 Physical Therapy - HHA 39
40 | 4000 Occupational Therapy - HHA 40
41 | 4100 Speech Pathology - HHA 41
42 | 4200 Medica Social Services- HHA 42
43 | 4300 Home Health Aide - HHA 43
44 | 4400 Durable Medical Equipment - Rented - HHA 44
45 | 4500 Durable Medical Equipment - Sold - HHA 45
46 | 4600 Home Delivered Meas - HHA 46
47 | 4700 Other Home Health Services - HHA 47
48 | 4800 Ambulance 48
49 | 4900 Intern and Resident (Not Apprvd Tchng Prog) 49
50 | 5000 Outpatient Rehabilitation Provider 50
51 Other Reimbursable Cost 51
SPECIAL PURPOSE COST CENTERS
52 | 5200 Malpractice Premiums & Paid Losses 52
53 | 5300 Interest Expense -0- 53
54 [5400| x | Utilization Review -- SNF -0- 54
55 | 5500 Hospice -0- 55
56 x | Other Specia Purpose Cost 56
57 | 5700 Subtotals 57
NON REIMBURSABLE COST CENTERS
58 | 5800 Gift, Flower, Coffee Shops and Canteen 58
59 | 5900 x | Barber and Beauty Shop 59
60 | 6000 Physicians' Private Offices 60
61 | 6100 Nonpaid Workers 61
62 | 6200 Patients Laundry 62
63 x | Other Non Reimbursable Cost 63
75 x | TOTAL 75
x Indicates the lines to be used under the Simplified Method
FORM HCFA-2540-96 ( 01/2001 INSTRUCTIONS FOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 1511, SECTION 3516
35-314 Rev. 10
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PROVIDER NO. PERTOD:

COST ALLOCATION - GENERAL SERVICE COSTS FROM WORKSHEET B

WITH LESS THAN 1500 PROGRAM DAYS TO PART 1|
NET EXPENSES | CAP-REL COSTS LAUNDRY, DIET
FOR COST PLANT OPER. EMPLOYEE NURSE ADMIN. ADMIN TOTAL
COST CENTER ALLOCATION |MAINT & REPAIR BENEFITS CENT SER & SUPH & GENERAL COSTS
(Omit Cents) (Fr. Wkst A, Col 7)] HOUSEKEEPING PHARM/MED RE( INTEREST

SOC SERV

0

1

3

2

GENERAL SERVICE COST CENTERS

15.1] Total [15.1
INPATIENT ROUTINE SERVICE COST CENTERS
16 | Skilled Nursing Facility 16
17 17
15 | Nursing Facility 15
18.1] Intermediate Care Facility / Mentally Retarded 18.1
19 | Other Long Term Care 19
20 | Other Inpatient Routine Services 20
ANCILLARY SERVICE COST CENTERS
21 | Radiology 21
22 | Laboratory 22
23 | Intravenous Therapy 23
24 1 Oxygen (Inhalation) Therapy 24
2o | Physical Therapy 25
26 | Occupational Therapy 20
2/ | Speech Pathology 2/
28 | Electrocardiology 28
29 | Medical Supplies Charged to Patients 29
30 | Drugs Charged to Patients 30
31 [ Dental Care- Title XIX only 31
32 | Support Surfaces 32
33 | Other Ancillary Service Cost 33
NON REIMBURSABLE COST CENTERS
59 | Barber and Beauty Shop 59
63 | All Other Non Reimbursable Cost 63
75 | TOTAL 75
FORM HCFA-2540-96 (01/2001 ) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3525.1)
Rev. 10 35-346.1
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PROVIDER NO.: PERIOD:
COST ALLOCATION - STATISTICAL BASIS FROM WORKSHEET B-1
WITH LESSTHAN 1500 PROGRAM DAYS TO PART 11
CAPITAL RELATED LAUNDRY, DIET
COSTS EMPLOYEE NURSE ADMIN. ADMIN
COST CENTER PLANT OPERATION BENEFITS CENTRAL SUPPLY & GENERAL
(Omit Cents) MAINTENANCE & PHARM / MEDICAL INTEREST
REPAIR RECORDS/ SOCIAL
HOUSEKEEPING SERVICES
(Square Feet) (Gross Sdaries) (Patient Days)
0 1 2 3 4
INPATIENT ROUTINE SERVICE COST CENTERS
16 | Skilled Nursing Facility 16
17 17
18 | Nursing Facility 18
18.1] Intermediate Care Facility / Mentally Retarded 15.1
19 | Other Long Term Care 19
20 | Other Inpatient Routine Services 20
ANCILLARY SERVICE COST CENTERS
21 | Radiology 21
22 | Laboratory 22
23 | Intravenous Therapy 23
24 | Oxygen (Inhalation) Therapy 24
25 | Physical Therapy 25
26 | Occupational Therapy 26
27 | Speech Pathology 27
28 | Electrocardiology 28
29 | Medical Supplies Charged to Patients 29
30 [ Drugs Charged to Patients 30
31 [ Denta Care - Title XIX only 31
32 | Support Surfaces 32
33 | Other Ancillary Service Cost 33
NON REIMBURSABLE COST CENTERS
o9 | Barber and Beauty Shop 29
03 | All Other Non Reimbursable Cost 03
/0 | Total General Services Costs /0
/1 | Total Statistics /1
72 | Unit Cost Multipliers (Line 70 divided by line 71) 72

Rev. 10



01-01 FORM HCFA 2540-96 3590 (Cont.)
ANALYSIS OF PAYMENTS TO PROVIDER NO.: PERIOD:
PROVIDER - BASED COMPONENT FROM WORKSHEET J-4
FOR SERVICES RENDERED COMPONENT NO.:
TO PROGRAM BENEFICIARIES TO
Check Applicable Box: [ ] CMH.C [ ] OPT [ ] oOsP
[ ] CORF. [ ] OOT
Mo/ Day/Yr Amount
Description 1 2

1 | Total interim payments paid to provider 1

2 | Interim payments payable on individual bills, either submitted or to 2
be submitted to the intermediary, for services rendered in the cost
reporting period. If none, write "none", or enter zero.

3 | List separately each retroactive .01 3.01
lump sum adjustment amount .02 3.02
based on subseguent revision Program to .03 3.03
of the interim rate for the cost Provider .04 3.04
reporting period. .05 3.05

.50 3.50

Also show date of each payment. .51 351

Provider to .52 3.52

If none, write "NONE," or enter a zero.(1) Program .53 3.53

.54 3.54

SUBTOTAL (Sum of lines 3.01 - 3.05 .99 3.99
minus sum of lines 3.50 - 3.55)

4 |TOTAL INTERIM PAYMENTS (Sum of lines 1, 2 & 3.99) 4
(Transfer to Worksheet J-3: Part | line 16, Part Il line 23)
TO BE COMPLETED BY INTERMEDIARY

5 |List separately each tentative Program to .01 5.01
settlement payment after desk review. Provider .02 5.02

.03 5.03
Also show date of each payment. Provider to .50 5.50
If none, write "NONE," or enter a zero.(1) Program .51 5.51

.52 5.52
SUBTOTAL (Sum of lines 5.01 - 5.03 .99 5.99
minus sum of lines 5.50 - 5.52)

6 [Determined net settlement Program to .01 6.01
amount (balance due) based Provider .02 6.02
onthe cost report. (1) Provider to .50 6.50

Program .51 6.51

7 |TOTAL MEDICARE PROGRAM LIABILITY (See Instructions) 7

Name of Intermediary Intermediary Number
Signature of Authorized Person Date (Mo/Day/Yr)

(1) Onlines3, 5, and 6, where an amount is due "Provider to Program," show the amount and date on which the
provider agrees to the amount of repayment, even though total repayment is not accomplished until alater date.

FORM HCFA 2540-96 ( 10/98 ) (INSTRUCTIONS FOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-1,
SECTION 3554)
Rev. 10 35-389



3590 (Cont.) FORM HCFA-2540-96 01-01
PROVIDER NO: HOSPICE NO. PERIOD:
ANALYSIS OF SNF - BASED HOSPICE COST FROM WORKSHEET K
TO
EMPLOYEE CONTRACTED RECLAS ADJUST-
SALARIES BENEFITS TRANSPOR- SERVICES SIFICATION MENTS
COST CENTER DESCRIPTIONS (From (From TATION (From TOTAL (Increase/ (Increase/ TOTAL
Wkst K-1) Wkst K-2) (Seeinst.) Wkst K-3) OTHER (col. 1-5) Decrease) SUBTOTAL Decrease) (col.8 + col.9)
1 2 3 4 5 6 7 8 9 10
GENERAL SERVICE COST CENTERS
1 |Capital Related Costs-Bldg and Fixt. 1
2 |Capital Related Costs-Moveable Equip. 2
3 |Plant Operation and Maintenance 3
4 |Transportation - Staff 4
5 [Volunteer Service Coordination S
6 |Administrative and Genera 6
INPATIENT CARE SERVICE
[ |Inpatient - General Care I
8 |Inpatient - Respite Care 3
VISITING SERVICES
9 |Physician Services 9
10 [Nursing Care 10
11 [Physical Therapy 11
12 [Occupational Therapy 12
13 | Speech/ Language Pathology 13
14 Medical Socia Services 14
15 [Spiritual Counseling 15
16 [Dietary Counseling 16
17 |Counsdling - Other 17
18 |Home Health Aide and Homemaker 18
19 |Other 19
OTHER HOSPICE SERVICE COSTS
20 |Drugs, Biologica and Infusion Therapy 20
21 |Durable Medical Equipment/Oxygen 21
22 |Patient Transportation 22
23 |Imaging Services 23
24 |Labs and Diagnostics 24
25 |Medical Supplies 25
26 |Outpatient Services (incl. E/R Dept.) 26
2/( |Radiation Therapy 2/
238 |Chemotherapy 28
29 |Other 29
HOSPICE NONREIMBURSABLE SERV.
30 |Bereavement Program Costs 30
31 |Volunteer Program Costs 31
32 |Fundraising 32
33 |Other Program Costs 33
34 |Tota 34
FORM HCFA-2540-96 ( 01-2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3565)
35-390 Rev. 10



01-01 FORM HCFA-2540-96 3890 (Cont.)
PROVIDER NO: HOSPICE NO: PERIOD:
HOSPICE COMPENSATION ANALYSIS FROM WORKSHEET K-1
SALARIES AND WAGES TO
COST CENTER DESCRIPTIONS ADMINIS SOCIAL SUPER- TOTAL
(omit cents) TRATOR DIRECTOR SERVICES VISORS NURSES THERAPISTS AIDES ALL OTHER TOTAL (1)
1 2 3 4 5 6 7 8 9
GENERAL SERVICE COST CENTERS
1 [Capital Related Costs-Bldg and Fixt. 1
2 |[Capita Related Costs-Moveable Equip. 2
3 |Plant Operation and Maintenance 3
4 |Transportation - Staff 4
5 [Volunteer Service Coordination 5
6 |Administrative and General 6
INPATIENT CARE SERVICE
7 |Inpatient - General Care 7
8 |Inpatient - Respite Care 8
VISITING SERVICES
9 [Physician Services 9
10 |Nursing Care 10
11 |Physica Therapy 11
12 |Occupational Therapy 12
13 |Speech/ Language Pathology 13
14 |Medical Social Services 14
15 |Spiritual Counseling 15
16 |Dietary Counseling 16
17 |[Counseling - Other 17
18 |Home Health Aide and Homemaker 18
19 |Other 19
OTHER HOSPICE SERVICE COSTS
20 |Drugs, Biological and Infusion Therapy 20
21 |Durable Medica Equipment/Oxygen 21
22 |Patient Transportation 22
23 |Imaging Services 23
24 |Labs and Diagnostics 24
25 [Medical Supplies 25
26 [Outpatient Services (incl. E/R Dept.) 26
27 |Radiation Therapy 27
28 |[Chemotherapy 28
29 [Other 29
HOSPICE NONREIMBURSABLE SERV.
30 [Bereavement Program Costs 30
31 [Volunteer Program Costs 31
32 |Fundraising 32
33 |Other Program Costs 33
34 [Tota 34
(1) Transfer the amount in column 9 to WKkst K, column 1
FORM HCFA-2540-96 ( 01/2001 ) (INSTRUCTIONS FOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3566)
Rev. 10 35-391



3590 (Cont.) FORM HCFA-2540-96 01-01
PROVIDER NO: HOSPICE NO: PERIOD:
HOSPICE COMPENSATION ANALYSIS FROM WORKSHEET K-2
EMPLOYEE BENEFITS (PAYROLL RELATED) TO
COST CENTER DESCRIPTIONS ADMINIS SOCIAL SUPER- TOTAL
(omit cents) TRATOR DIRECTOR SERVICES VISORS NURSES THERAPISTS AIDES ALL OTHER TOTAL (1)
1 2 3 4 5 6 7 8 9
GENERAL SERVICE COST CENTERS
1 |Capital Related Costs-Bldg and Fixt. 1
2 |Capital Related Costs-Moveable Equip. 2
3 |Plant Operation and Maintenance 3
4 |Transportation - Staff 4
5 [Volunteer Service Coordination 5
6 |Administrative and General 6
INPATIENT CARE SERVICE
7 |Inpatient - General Care 7
8 [Inpatient - Respite Care 8
VISITING SERVICES
9 |Physician Services 9
10 |Nursing Care 10
11 |Physical Therapy 11
12 |Occupationa Therapy 12
13 | Speech/ Language Pathology 13
14 |Medica Socia Services 14
15 |Spiritual Counseling 15
16 |Dietary Counseling 16
17 |Counsdling - Other 17
18 |Home Health Aide and Homemaker 18
19 |Other 19
OTHER HOSPICE SERVICE COSTS
20 |DrugsBiologica and Infusion Therapy 20
21 |Durable Medical Equipment/ Oxygen 21
22 |Patient Transportation 22
23 |Imaging Services 23
24 |Labs and Diagnostics 24
25 |Medica Supplies 25
26 |Outpatient Services (incl. E/R Dept.) 26
27 |Radiation Therapy 27
28 |Chemotherapy 28
29 |Other 29
HOSPICE NONREIMBURSABLE SERV.
30 |Bereavement Program Costs 30
31 |Volunteer Program Costs 31
32 |Fundraising 32
33 |Other Program Costs 33
34 |Totd 34

(1) Transfer the amounts in column 9 to Wkst K, column 2

FORM HCFA-2540-96 ( 01/2001 ) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3567)

35-392

Rev. 10



01-01 FORM HCFA-2540-96 3590 (Cont.)
PROVIDER NO: HOSPICE NO: PERIOD:
HOSPICE COMPENSATION ANALYSIS FROM WORKSHEET K-3
CONTRACTED SERVICES/PURCHASED SERVICES TO
COST CENTER DESCRIPTIONS ADMINIS SOCIAL SUPER- TOTAL
(omit cents) TRATOR DIRECTOR SERVICES VISORS NURSES THERAPISTS AIDES ALL OTHER TOTAL (1)
1 2 3 4 5 6 7 8 9
GENERAL SERVICE COST CENTERS
1 |Capital Related Costs-Bldg and Fixt. 1
2 |Capital Related Costs-Moveable Equip. 2
3 |Plant Operation and Maintenance 3
4 |Transportation - Staff 4
5 [Volunteer Service Coordination 5
6 |Administrative and General 6
INPATIENT CARE SERVICE
7 |Inpatient - Genera Care 7
8 [Inpatient - Respite Care 8
VISITING SERVICES
9 |Physician Services 9
10 |Nursing Care 10
11 |Physical Therapy 11
12 |Occupationa Therapy 12
13 | Speech/ Language Pathology 13
14 |Medica Socia Services 14
15 |Spiritual Counseling 15
16 |Dietary Counseling 16
17 |Counsdling - Other 17
18 |Home Hedlth Aide and Homemaker 18
19 |Other 19
OTHER HOSPICE SERVICE COSTS
20 |Drugs, Biological and Infusion Therapy 20
21 |Durable Medical Equipment/Oxygen 21
22 |Patient Transportation 22
23 |Imaging Services 23
24 |Labs and Diagnostics 24
25 |Medica Supplies 25
26 |Outpatient Services (incl. E/R Dept.) 26
27 |Radiation Therapy 27
28 |Chemotherapy 28
29 |Other 29
HOSPICE NONREIMBURSABLE SERV.
30 |Bereavement Program Costs 30
31 |Volunteer Program Costs 31
32 |Fundraising 32
33 |Other Program Costs 33
34 |Totd 34

(1) Transfer the amounts in column 9 to Wkst K, column 4

FORM HCFA-2540-96 ( 01/2001 ) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3568)
Rev. 10

35-393



3590 (Cont.) FORM HCFA 2540-96 01-01
PROVIDER NO: HOSPICE NO: PERIOD:
COST ALLOCATION - HOSPICE FROM WORKSHEET K-4
GENERAL SERVICE COST TO PART |
FR.WKST. K CAPITAL
COL.10:NET | CAPITAL RELATED VOLUNTEER
EXPENSES RELATED CosT PLANT SERV. ADMINIS:
COST CENTER DESCRIPTIONS FORCOST | COSTBLDG | MOVABLE | OPERATION COORDI- SUBTOTAL [ TRATIVE&
ALLOC. (1) | & FIXTURES | EQUIPMENT [ & MAINT. PORTATION NATOR (col.0-5) GENERAL TOTAL
0 T P 3 L 5 5A 3 7

GENERAL SERVICE COST CENTERS

Capita Related Costs-Bldg and Fixt.

Capital Related Costs-Moveable Equip.

Plant Operation and Maintenance

Transportation - Staff

Volunteer Service Coordination

olo|h|w|N]-

Administrative and Genera

INPATIENT CARE SERVICE

7 |Inpatient - General Care

8 |Inpatient - Respite Care

VISITING SERVICES

9 |Physician Services

10 |Nursing Care

11 |Physica Therapy

12 |Occupational Therapy

13 | Speech/ Language Pathology

14 |Medica Social Services - Direct

15 |Spiritual Counseling

16 |Dietary Counseling

17 |Counseling - Other

18 |Home Health Aide and Homemakers

19 [Other

OTHER HOSPICE SERVICE COSTS

20 |Drugs, Biologicals and Infusion

21 |Durable Medical Equipment/Oxygen

22 |Patient Transportation

23 |Imaging Services

24 |Labs and Diagnostics

25 |Medical Supplies

26 |Outpatient Services (incl. E/R Dept.)

27 |Radiation Therapy

28 |Chemotherapy

29 |Other

HOSPICE NONREIMBURSABLE SERV.

30 |Bereavement Program Costs 30
31 |Volunteer Program Costs 31
32 |Fundraising 32
33 |Other Program Costs 33
34 |Totd 34
(1) Column 0, line 29 must agree with Wkst. A, column 7, line 55.
FORM HCFA-2540-96 ( 01/2001 ) (INSTRUCTIONS FOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3569)
35-3%4 Rev. 10



01-01 FORM HCFA-2540-96 3590 (Cont.)
PROVIDER NO: HOSPICE NO: PERIOD:
COST ALLOCATION - FROM WORKSHEET K-4
HOSPICE STATISTICAL BASIS TO PART ||
CAPITAL
CAPITAL RELATED VOLUNTEER
RELATED COosT PLANT SERV. ADMINIS
COST BLDG MOVABLE OPERATION TRANS COORDI- TRATIVE &
COST CENTER DESCRIPTIONS & FIXTURES EQUIPMENT & MAINT. PORTATION NATOR RECONCI- GENERAL
(SQ.FT)) $VALUE) (SQ.FT.) MILEAGE (HOURS) LIATION (ACC. COST)
1 2 3 4 5 6A 6
GENERAL SERVICE COST CENTERS
1 |Capital Related Costs-Buildings and Fixtures 1
2 |Capital Related Costs-Moveable Equipment 2
3 |Plant Operation and Maintenance 3
4 | Transportation-staff 5
5 |Volunteer Service Coordination 5
6 |Administrative and General 6
INPATIENT CARE SERVICE
7 |Inpatient - General Care 7
8 |Inpatient - Respite Care 8
VISITING SERVICES
9 |Physician Services 9
10 |Nursing Care 10
11 |Physica Therapy 11
12 |Occupational Therapy 12
13 | Speech/ Language Pathology 13
14 |Medical Socia Services - Direct 14
15 |Spiritual Counseling 15
16 |Dietary Counseling 16
17 |Counseling - Other 17
18 |Home Health Aide and Homemakers 18
19 |Other 19
OTHER HOSPICE SERVICE COSTS
20 |Drugs, Biologicals and Infusion 20
21 |Durable Medical Equipment/Oxygen 21
22 |Patient Transportation 22
23 |Imaging Services 23
34 |Labs and Diagnostics 24
25 |Medical Supplies 25
26 |Outpatient Services (incl. E/R Dept.) 26
27 |Radiation Therapy 27
28 |Chemotherapy 28
29 |Other 29
HOSPICE NONREIMBURSABLE SERV.
30 |Bereavement Program Costs 30
31 |Volunteer Program Costs 31
32 |Fundraising 32
33 |Other Program Costs 33
34 |Cost To be Allocated (per Wkst K-4, Part |) 34
35 ]Unit Cost Multiplier 35
FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONS FOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3569)
Rev. 10 35-395



3590 (Cont.) FORM HCFA-2540-96 01-01
PROVIDER NO.: PERIOD
ALLOCATION OF GENERAL SERVICE FROM: WORKSHEET K-5,
COSTS TO HOSPICE COST CENTERS HOSPICE NO.: TO: PART |
From
WKkst. HOSPICE CAPITAL CAPITAL
HOSPICE COST CENTER K-4 TRIAL RELATED RELATED ADMINIS
(omit cents) Part |, BALANCE BLDGS. & MOVABLE EMPLOYEE SUBTOTAL TRATIVE &
col. 6, (1) FIXTURES EQUIPMENT BENEFITS (cols. 0-3) GENERAL
line - 0 1 2 3 4a 4
1 [Administrative and General 6 1
2 |Inpatient - General Care 7 2
3 |Inpatient - Respite Care 8 3
4 |Physician Services 9 4
5 |Nursing Care 10 5
6 |Physical Therapy 11 6
7 |Occupational Therapy 12 7
8 |Speech/ Language Pathology 13 8
9 |Medical Socia Services - Direct 14 9
10| Spiritual Counseling 15 10
11 |Dietary Counseling 16 11
12 |Counseling - Other 17 12
13 |Home Health Aide and Homemakers 18 13
14 |Other 19 14
15|Drugs, Biologicals and Infusion 20 15
16 |Durable Medical Equipment/Oxygen 21 16
17 |Patient Transportation 22 17
18 |Imaging Services 23 18
19 |Labs and Diagnostics 24 19
20[Medical Supplies 25 20
21 [Outpatient Services (incl. E/R Dept.) 26 21
22 |Radiation Therapy 27 22
23 | Chemotherapy 28 23
24 |Other 29 24
25 |Bereavement Program Costs 30 25
26 [Volunteer Program Costs 31 26
27 |Fundraising 32 27
28 |Other Program Costs 33 28
29 [Totals (sum of lines 1-28) (2) 29
30{Unit Cost Multiplier: 30
Column 16, line 1 divided by the sum of column 16, line 29, minus column 16, line 1, rounded to 6 decimal places.
(2) Columns 0 through 16, line 29 must agree with the corresponding columns of Wkst. B, Part I, line 55.
FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3570.1)
35-396 Rev. 10



01-01 FORM HCFA-2540-96 3590 (Cont.)
PROVIDER NO.: PERIOD
ALLOCATION OF GENERAL SERVICE FROM: WORKSHEET K-5,
COSTS TO HOSPICE COST CENTERS HOSPICE NO.: TO: PART Il
CAPITAL CAPITAL
HOSPICE COST CENTER RELATED RELATED ADMINIS
(omit cents) BLDGS. & MOVABLE EMPLOYEE RECONCIL TRATIVE &
FIXTURES EQUIPMENT BENEFITS LATION GENERAL
(Square Feet) (Dollar Value) (Gross Salaries) (Accum. Cost)
1 2 3 4a 4
1 [Administrative and General 1
2 |Inpatient - General Care 2
3 |Inpatient - Respite Care 3
4 |Physician Services 4
5 |Nursing Care 5
6 |Physical Therapy 6
7 |Occupational Therapy 7
8 |Speech/ Language Pathology 8
9 |Medical Social Services - Direct 9
10| Spiritual Counseling 10
11 |Dietary Counseling 11
12 |Counseling - Other 12
13 |Home Health Aide and Homemakers 13
14 |Other 14
15|Drugs, Biologicals and Infusion 15
16 |Durable Medical Equipment/Oxygen 16
17 |Patient Transportation 17
18 |Imaging Services 18
19 |Labs and Diagnostics 19
20 |[Medical Supplies 20
21 |Outpatient Services (incl. E/R Dept.) 21
22 |Radiation Therapy 22
23 | Chemotherapy 23
24 |Other 24
25 |Bereavement Program Costs 25
26 [Volunteer Program Costs 26
27 |Fundraising 27
28 |Other Program Costs 28
29|Totals (sum of lines 1-28) (2) 29
30|Unit Cost Multiplier 30
FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3570.2)
35-399

Rev. 10



3590 (Cont.) FORM HCFA-2540-96 01-01
PROVIDER NO.; PERIOD: WORKSHEET
APPORTIONMENT OF HOSPICE SHARED SERVICES FROM K-5
HOSPICE NO.: TO Part 111
PART Il - COMPUTATION OF TOTAL HOSPICE SHARED COSTS
Hospice shared cost computation Total Hospice | Hospice Shared Total
Facility Cost Cost to Charge Ratio Charges Ancillary Costs Hospice
From Worksheet K-5, Part | | From Worksheet C, Col. 3 | (From Provider | (col. 4 x col. 5) Cost
COST CENTER Line Amount: Line: Ratio Records) (col. 2 and 6)
1 2 3 4 5 6 6
ANCILLARY SERVICE COST CENTERS
1 |Physical Therapy 6 25 1
2 [Occupational Therapy 7 26 2
3 [Speech/ Language Pathology 8 27 3
4 |Drugs, Biologicals and Infusion 15 30 4
5 [Labs and Diagnostics 19 22 5
6 [Medical Supplies 20 29 6
7 |Radiation Therapy 22 21 7
8 |Other 24 33 8
9 [Totals (sum of lines 1-9) 9
FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3570.3)
Rev. 10

35-402



3590 (Cont.)

01-01 FORM HCFA-2540-96
CALCULATION OF PROVIDER NO. PERIOD:
PER DIEM COST FROM WORKSHEET K-6
TO
COMPUTATION OF PER DIEM COST TITLE XVIII TITLE XIX OTHER TOTAL
1 2 3 4
1 |Tota cost (Worksheet K, line 34 lessline 33, cal. 7) 1
2 |Total Unduplicated Days (Worksheet S-8, line 5, col. 6) 2
3 |Average cost per diem (line 1 divided by line 2) 3
4 |Unduplicated Medicare Days (Worksheet S-8, line 5, col. 1) 4
5 |Average Medicare cost (line 3timesline 4) 5
6 [Unduplicated Medicaid Days (Worksheet S-8, line 5, col. 2) 6
7 |Average Medicaid cost (line 3 timesline 6) 7
8 [Unduplicated SNF days (Worksheet S-8, line 5, cal. 3) 8
9 [Average SNF cost (line 3 times line 8) 9
10 |Unduplicated NF days (Worksheet S-8, line 5, col. 4) 10
11 |Average NF cost (line 3 times line 10) 11
12 |Other Unduplicated days (Worksheet S-8, line 5, col. 5) 12
13 |Average cost for other days (line 3timesline 12) 13
14 |Total cost (seeinstructions) 14
15 |Total days (seeinstructions) 15
FORM HCFA-2540-96 (01/2001 ) (INSTRUCTIONS FOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 1511, SECTION 3571)
35-403

Rev.

10



3590 (Cont.) FORM HCFA-2540-96 01-01
PROVIDER NO.: PERIOD
ALLOCATION OF GENERAL SERVICE FROM: WORKSHEET K-5,
COSTS TO HOSPICE COST CENTERS HOSPICE NO.: TO: Part |1 (Cont.)
PLANT LAUNDRY NURSING CENTRAL
HOSPICE COST CENTER OPERATION & LINEN HOUSE ADMINIS SERVICES &
(omit cents) MAINTENANCE SERVICE KEEPING TRATION SUPPLY PHARMACY
& REPAIRS (Pounds of DIETARY (Direct Nursing (Costed (Costed
(Square Feet) Laundry) (Hours of Service) (Meals Served) Hours) Requisitions) Requisitions)
5 6 7 8 9 10 11

1 |Administrative and General 1
2 |Inpatient - General Care 2
3 |Inpatient - Respite Care 3
4 |Physician Services 4
5 |Nursing Care 5
6 |Physical Therapy 6
7 |Occupational Therapy 7
8 |Speech/ Language Pathology 8
9 |Medical Social Services - Direct 9
10| Spiritual Counseling 10
11 |Dietary Counseling 11
12 |Counseling - Other 12
13 |Home Health Aide and Homemakers 13
14 |Other 14
15|Drugs, Biologicals and Infusion 15
16 |Durable Medical Equipment/Oxygen 16
17 | Patient Transportation 17
18 |Imaging Services 18
19|Labs and Diagnostics 19
20 |[Medical Supplies 20
21 [Outpatient Services (incl. E/R Dept.) 21
22 |Radiation Therapy 22
23 |Chemotherapy 23
24 |Other 24
25 |Bereavement Program Costs 25
26 [Volunteer Program Costs 26
27 |Fundraising 27
28 |Other Program Costs 28
29 |Totals (sum of lines 1-28) (2) 29
30|Unit Cost Multiplier 30
FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3570.2)

35-400 Rev. 10



01-01

FORM HCFA-2540-96

3590 (Cont.)

ALLOCATION OF GENERAL SERVICE
COSTSTO HOSPICE COST CENTERS

PROVIDER NO.:

HOSPICE NO.:

PERIOD
FROM:
TO:

HOSPICE COST CENTER
(omit cents)

MEDICAL
RECORDS &
LIBRARY

(Time Spent)

SOCIAL
SERVICE
(Time Spent)

INTERNS &
RESIDENTS
(Assigned Time)

OTHER
GENERAL
SERVICE

(Specify)

12

13

14

15

Administrative and Genera

Inpatient - General Care

Inpatient - Respite Care

Physician Services

Nursing Care

Physical Therapy

Occupational Therapy

Speech/ Language Pathology

Olo|N|O|O|A|WIN|F-

Medical Social Services - Direct

10

Spiritual Counseling

Dietary Counseling

12

Counseling - Other

13

Home Health Aide and Homemakers

14

Other

15

Drugs, Biologicals and Infusion

16

Durable Medical Equipment/Oxygen

17

Patient Transportation

18

Imaging Services

19

Labs and Diagnostics

20

Medical Supplies

21

Outpatient Services (incl. E/R Dept.)

22

Radiation Therapy

23

Chemotherapy

24

Other

25

Bereavement Program Costs

26

Volunteer Program Costs

27

Fundraising

28

Other Program Costs

29

Totals (sum of lines 1-28) (2)

30

Unit Cost Multiplier

WORKSHEET K-5,
Part 11 (Cont.

FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3570.2)

Rev. 10

35-401



01-01 FORM HCFA-2540-96 3590 (Cont.)
PROVIDER NO.: PERIOD
ALLOCATION OF GENERAL SERVICE FROM: WORKSHEET K-5,
COSTS TO HOSPICE COST CENTERS HOSPICE NO.: TO: Part | (Cont.)
PLANT
HOSPICE COST CENTER OPERATION LAUNDRY NURSING CENTRAL
(omit cents) MAINTENANCE & LINEN HOUSE ADMINIS SERVICES &
& REPAIRS SERVICE KEEPING DIETARY TRATION SUPPLY PHARMACY
5 6 7 8 9 10 11
1 [Administrative and General 1
2 |Inpatient - General Care 2
3 |Inpatient - Respite Care 3
4 |Physician Services 4
5 |Nursing Care 5
6 |Physical Therapy 6
7 |Occupational Therapy 7
8 |Speech/ Language Pathology 8
9 |Medical Socia Services - Direct 9
10| Spiritual Counseling 10
11 |Dietary Counseling 11
12|Counseling - Other 12
13 |Home Health Aide and Homemakers 13
14 |Other 14
15|Drugs, Biologicals and Infusion 15
16 |Durable Medical Equipment/Oxygen 16
17 |Patient Transportation 17
18 |Imaging Services 18
19 |Labs and Diagnostics 19
20[Medical Supplies 20
21 [Outpatient Services (incl. E/R Dept.) 21
22 |Radiation Therapy 22
23 | Chemotherapy 23
24 |Other 24
25 |Bereavement Program Costs 25
26 [Volunteer Program Costs 26
27 |Fundraising 27
28 |Other Program Costs 28
29 [Totals (sum of lines 1-28) (2) 29
30{Unit Cost Multiplier: 30
Column 16, line 1 divided by the sum of column 16, line 29, minus column 16, line 1, rounded to 6 decimal places.
FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3570.1)
Rev. 10 35-397



3590 (Cont.) FORM HCFA-2540-96 01-01
PROVIDER NO.: PERIOD
ALLOCATION OF GENERAL SERVICE FROM: WORKSHEET K-5,
COSTS TO HOSPICE COST CENTERS HOSPICE NO.: TO: Part | (Cont.)
ALLOCATED
HOSPICE COST CENTER MEDICAL OTHER SUBTOTAL HOSPICE TOTAL
(omit cents) RECORDS & SOCIAL INTERNS & GENERAL (Sum of Columns A&G (see HOSPICE
LIBRARY SERVICE RESIDENTS SERVICE 4athrough 15) Part I1) COSTS
12 13 14 15 16 17 18
1 [Administrative and General 1
2 |Inpatient - General Care 2
3 |Inpatient - Respite Care 3
4 |Physician Services 4
5 |Nursing Care 5
6 |Physical Therapy 6
7 |Occupational Therapy 7
8 |Speech/ Language Pathology 8
9 |Medical Social Services - Direct 9
10| Spiritual Counseling 10
11 |Dietary Counseling 11
12 |Counseling - Other 12
13 |Home Health Aide and Homemakers 13
14 |Other 14
15|Drugs, Biologicals and Infusion 15
16 |Durable Medical Equipment/Oxygen 16
17 |Patient Transportation 17
18 |Imaging Services 18
19 |Labs and Diagnostics 19
20 [Medical Supplies 20
21 [Outpatient Services (incl. E/R Dept.) 21
22 |Radiation Therapy 22
23 | Chemotherapy 23
24 |Other 24
25 |Bereavement Program Costs 25
26 [Volunteer Program Costs 26
27 |Fundraising 27
28 |Other Program Costs 28
29 [Totals (sum of lines 1-28) (2) 29
30{Unit Cost Multiplier: 30
Column 16, line 1 divided by the sum of column 16, line 29, minus column 16, line 1, rounded to 6 decimal places.

FORM HCFA-2540-96 ( 01/2001) (INSTRUCTIONSFOR THISWORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3570.1)
35-398 Rev. 10



01-01 FORM HCFA 2540-96 3595

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96

TABLE OF CONTENTS

Topic Pages
Table 1 Record Specifications 35-503 -35-508
Table 2: Worksheet Indicators 35-509 - 35-512
| Table 3: If)g gfn;)lgr?s Elements with Worksheet, Line, and Column 35.513 - 35-541
Table3A:  Worksheets Requiring No Input 35-542
Table3B:  Tablesto Worksheet S-2 35-542
Table3C:  Lines That Cannot Be Subscripted (Beyond Those Preprinted) 35-542 - 35-544
Table3D:  Permissble Payment Mechanisms 35-545

Table3E:  Subscripting Correlation between Wksts A, A-8, and A-8-5 35-545.1 -
35-545.2
Table 4: Numbering Convention for Multiple Components 35-546 - 35-548
Tableb5: Cost Center Coding 35-549 - 35-554

Table6: Edits

Leve | Edits 35-555 - 35-559
Leve Il Edits 35-560 - 35-563

Rev. 10 35-501
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 1 - RECORD SPECIFICATIONS

Table 1 specifies the standard record format to be used for eectronic cost reporting. Each dectronic
cost report submission (file) has four types of records. The first group (type 1 records) contains
information for identifying, processing, and resolving problems. The text used throughout the cost report
for variable line labds (e.g., Worksheet A) and variable column headers (Worksheet B-1) isincluded in
the type 2 records. Refer to Table 5 for cost center coding. The data detailed in Table 3 are identified
astypethree records. The encryption coding at the end of thefile, records 1, 1.01, and 1.02, are type
4 records.

The medium for transferring cost reports submitted eectronicaly to fiscd intermediariesis 3%/2" diskette.

These disks must bein IBM format. The character set must be ASCII. Seek approva from your
fiscd intermediary regarding aternate methods of submission to ensure that the method of transmisson

is acceptable.
The following are requirements for dl records:
1. All dphacharacters must be in upper case.

2. For micro systems, the end of record indicator must be a carriage return and line feed, in that
sequence.

3. Norecord may exceed 60 characters.

Bdow isan example of a Type 1 record with a narrative description of its meaning.

1 2 3 4 5
1234567890123456789012345678901234567890123456 789012345678
1 1 010123199827419992733C99P00520000201999334

Record #1: Thisis a cost report file submitted by Provider 010123 for the period from October 1,
1999 (1999274) through September 30, 2000 (2000273). It isfiled on Form
HCFA-2540-96. It is prepared with vendor number C99's PC based system,
verson number 1. Pogtion 38 changes with each new test case and/or approva
andisdpha. Postions 39 and 40 will remain congtant for gpprovas issued after the
fird test case. Thisfileis prepared by the skilled nursing facility on January 20,
2000 (2000020). The eectronic cost report specification, dated November 30,
1999 (1999334), is used to prepare thisfile.

FILE NAMING CONVENTION
Name each cogt report file in the following manner:
SNNNNNNN.YYL, where
SN (SNF eectronic cost report) is congtant;
NNNNNN isthe 6 digit Medicare skilled nuraing facility provider number;
YY isthe year in which the provider's cost reporting period ends; and

L isacharacter variable (A-Z) to enable separate identification of files from skilled nurang fadilities
with two or more cost reporting periods ending in the same calendar year.

ApwWhPE

Rev. 10 35-503
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FORM HCFA 2540-96

01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 1 - RECORD SPECIFICATIONS

RECORD NAME: Type 1 Records - Record Number 1

Sze | Usge | Loc. Remarks

1. | Record Type 1 X 1 Congtant "1"

2. | NPI 10 9 2-11 | Numeric only

3. | Spaces 1 X 12

4. | Record Number 1 X 13 | Congtant "1"

5. | Spaces 3 X 14-16

6. | SNF Provider 6 9 17-22 | Fedd must have 6 numeric characters
Number

7. | Fiscd Year 7 9 23-29 | YYYYDDD - Julian date; first day
Beginning Date covered by this cost report

8. | Fiscd Year 7 9 30-36 | YYYYDDD - Julian date; last day
Ending Date covered by this cost report

9. | MCR Verson 1 9 37 | Congtant "3" (for Form HCFA 2540-96)

10. | Vendor Code 3 X 38-40 | To be supplied upon approva. Refer to
page 35-503.

11. | Vendor Equipment 1 X 41 | P=PC; M = Main Frame

12. | Verson Number 3 X 42-44 | Verson of extract software, e.g.,
001=1st, 002=2nd, etc. or 101=14t,
102=2nd. The verson number must be
incremented by 1 with each recompile
and release to client(s).

13. | Credtion Date 7 9 45-51 | YYYYDDD - Julian date; date on which
the file was created (extracted from the
cost report)

14. | ECR Spec. Date 7 9 52-58 | YYYYDDD - Julian date; date of
electronic cost report specifications used
in producing each file. Vdid for cost
reporting periods ending on or after
200159 (02/28/2001). Prior approvds
are 2000274, 1999334, 1998273,
1997273, and 1996274.

35-504 Rev.10
01-01 FORM HCFA 2540-96 3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96



TABLE 1 - RECORD SPECIFICATIONS
RECORD NAME: Type 1 Records - Record Numbers 2 - 99

Sz Usxge  Loc. Remarks

1. Record Type 1 9 1 Congtant "1"
2. Spaces 10 X 2-11
3. Record Number 2 9 12-13 #2110 #99 - Reserved for future use.
4. Spaces 7 X 14-20 Spaces (optiona)
5. ID Information 40 X 21-60 Leftjudtified to pogtion 21.

RECORD NAME: Type 2 Records for Labds

Sze Usge Loc. Remarks

1. Record Type 1 9 1 Congant "2"
2. Wk Indicator 7 X 2-8  Alphanumeric. Refer to Table 2.
3. Spaces 2 X 9-10
4. Line Number 3 9 11-13  Numeric
5. Subline Number 2 9 14-15 Numeric
6. Column Number 3 X 16-18  Alphanumeric
7. Subcolumn Number 2 9 19-20 Numeric
8. Cost Center Code 4 9 21-24  Numeric. Refer to Table 5 for

appropriate cost center codes.
9. LabdsHeadings

a LinelLabes 36 X 25-60  Alphanumeric, left judtified
b. Column Headings 10 X 21-30 Alphanumeric, left judtified
Satidtica Bass
& Code

The type 2 records contain text that appears on the pre-printed cost report. Of these, there are three
groups. (1) Worksheet A cost center names (labels); (2) column headings for step-down entries; and

(3) other text appearing in various places throughout the cost report. The standard cost center labels

are listed below.

A Worksheet A cost center labd must be furnished for every cost center with cost or charge data
anywhere in the cogt report. The line and subline numbers for each label must be the same asthe line
and subline numbers of the corresponding cost center on Worksheet A. The columns and subcolumn
numbers are dways set to zero.

Rev. 10 35-505
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FORM HCFA 2540-96

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 1 - RECORD SPECIFICATIONS

TYPE 2 COST CENTER DESCRIPTIONS
The following type 2 cost center descriptions must be used for al Worksheet A standard cost center

lines.
Line | UsedwhenaFULL cos report isfiled Used when a SIMPLIFIED cost report isfiled
1 CAPREL COSTS- BLDGS & FIXTURES CAPREL COSTS- BLDGS & FIXTURES
2 CAP REL COSTS- MOVEABLE EQUIPMENT CAP REL COSTS- MOVEABLE EQUIPMENT
3 EMPLOYEE BENEFITS EMPLOYEE BENEFITS
4 ADMINISTRATIVE & GENERAL ADMINISTRATIVE & GENERAL
5 PLANT OPERATION, MAINT. & REPAIRS PLANT OPERATION, MAINT. & REPAIRS
6 LAUNDRY & LINEN SERVICE LAUNDRY & LINEN SERVICE
7 HOUSEKEEPING HOUSEKEEPING
8 DIETARY DIETARY
9 NURSING ADMINISTRATION NURSING ADMINISTRATION
10 CENTRAL SERVICES & SUPPLY
11 PHARMACY
12 MEDICAL RECORDS & LIBRARY
13 SOCIAL SERVICE
14 INTERNS & RESIDENTS (APPRVD PROG)
16 SKILLED NURSING FACILITY SKILLED NURSING FACILITY
18 NURSING FACILITY NURSING FACILITY
18.1 INTERMEDIATE CARE FACILITY - MENTALLY
RETARDED
19 OTHER LONG TERM CARE OTHER LONG TERM CARE
21 RADIOLOGY RADIOLOGY
22 LABORATORY LABORATORY
23 INTRAVENOUS THERAPY INTRAVENOUS THERAPY
24 OXYGEN (INHALATION) THERAPY OXYGEN (INHALATION) THERAPY
25 PHY SICAL THERAPY PHYSICAL THERAPY
26 OCCUPATIONAL THERAPY OCCUPATIONAL THERAPY
27 SPEECH PATHOLOGY SPEECH PATHOLOGY
28 ELECTROCARDIOLOGY ELECTROCARDIOLOGY
29 MEDICAL SUPPLIES CHARGED TO PATIENTS | MEDICAL SUPPLIES CHARGED TO PATIENTS
30 DRUGS CHARGED TO PATIENTS DRUGS CHARGED TO PATIENTS
31 DENTAL CARE - TITLE XIX ONLY DENTAL CARE - TITLE XIX ONLY
32 SUPPORT SURFACES SUPPORT SURFACES
34 CLINIC
35 RURAL HEALTH CLINIC
37 ADMINISTRATIVE & GENERAL - HHA
38 SKILLED NURSING CARE - HHA
39 PHY SICAL THERAPY - HHA
40 OCCUPATIONAL THERAPY - HHA
41 SPEECH PATHOLOGY - HHA
a2 MEDICAL SOCIAL SERVICES - HHA
43 HOME HEALTH AIDE - HHA
a4 DME RENTED - HHA
45 DME SOLD - HHA
46 HOME DELIVERED MEALS - HHA
47 OTHER HOME HEALTH SERVICES - HHA
48 AMBULANCE
49 INTERNS & RESIDENTS (NOT APPROVED)
52 MALPRACTICE PREMIUMS & PAID LOSSES
53 INTEREST EXPENSE
54 UTILIZATION REVIEW - SNF UTILIZATION REVIEW — SNF
55 HOSPICE
58 GIFT, FLOWER, COFFEE SHOPS & CANTEEN
59 BARBER & BEAUTY SHOP BARBER & BEAUTY SHOP
60 PHYSICIANS PRIVATE OFFICES
61 NONPAID WORKERS
62 PATIENTS LAUNDRY

35-505.1

Rev. 10
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 1 - RECORD SPECIFICATIONS

Column headings for the Generd Service cost centers on Worksheets B, Parts| and I, B-1, and J1, Part
11 (lines 1-3) are supplied once. They consst of one to three records. Each statistical basis shown on
Worksheet B-1, Worksheet J1, Part 111, and Worksheet K-5 is aso reported. The datisticd bass
consists of one or two records (lines 4 and 5). Statistical basis code is supplied only to Worksheet B-1
columns and isrecorded asline 6. This code is applied to dl genera service cost centers and subscripts as
gpplicable. The gatigtical code must agree with the statistical basesindicated onlines4 and 5, i.e., code
1 = square footage; code 2 = dollar value; code 3 = other basis, as preprinted on Worksheet B-1,
Worksheet J-1, and Worksheet K-5; and code 4 = other than the preprinted basis, as permitted by your
fiscd intermediary. When a column is subscripted and an "other” datistical bass is used, if the basis
matches the preprinted basis of the main line, use code 3. When the basi's of the subscripted line does not
match the preprinted basis of the main ling, use code 4. Refer to Table 2 for the specid worksheet
identifier used with column headings and satistical basis and to Table 3 for line and column references.

Use the exact formatting displayed below for column headings for Worksheets B-1, B, Parts | and |1,
Worksheet J1, Part [11 (lines 1-3), and Worksheet K-5, Part |1, satistical bases used in cost dlocation
on Worksheet B-1 Worksheet J-1, Part 111 (lines4 and 5), and Worksheet K-5, Part |I, and Satistical
codes used for Worksheet B-1 (line 6). Type 2 recordsfor J-1, columns 1-14, are listed below aswell.
The numbers at the top of the columns represent the line number of the type 2 record. The numbers running
vertical to line 1 descriptions are the generd service cost center line designation.

Rev. 10 35-505.2
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 1 - RECORD SPECIFICATIONS
LINE

1 2 3 4 5 6

1| CAPREL BUILD & FIXTURES | SQUARE FEET 1
2 | CAPREL MOVEABLE | EQUIPMENT | SQUARE FEET 1
3| EMPLOYEE | BENEFITS GROSS SALARIES | 3
4 | ADMINIS TRATIVE & GENERAL éSCUM ULAT | COST 3
5 BlFéHT NIé%NTENA & REPAIR SQUARE FEET 1
b | LAUNDRY | & LINEN SERVICE POUNDSOF | LAUNDRY 3
( | HOUSE- KEEPING HOURS OF SERVICE 3
8 | DIETARY MEALS SERVED 3
Y | NURSING ADMINIS TRATION DIRECT NURSING 3
10 | CENTRAL SERVICES & SUPPLY COSTED 8 UISITI 3
11 ?—IARMAC COSTED 8 UISITI 3
12 | MEDICAL RECORDS & LIBRARY TIME SPENT 3
13 | SOCIAL SERVICE TIME SPENT 3
14 | INTERNS & | RESIDENTS ASSIGNED TIME 3

Examples of type 2 records are below. Either zero or spaces may be used in the line, subline, column,
and subcolumn number fields (pogitions 11-20). However, spaces are preferred. (Seethefirst two
lines of the example for the comparison.)* Refer to Tables 5 and 6 for additiona cost center code
requirements.

Examples.

Worksheet A line labels with embedded cost center codes:

2A000000 1
2A 000000 2
2A000000 4
2A000000 8
2A 000000 21
2A 000000 21 1
2A 000000 27

35-506

* 0100CAP REL COSTS - BLDGS & FIXTURES
* 2A000000000000100000000101CAP REL COSTS - WEST WING

0200CAP REL COSTS - MOVABLE EQUIPMENT
0400ADMINISTRATIVE & GENERAL

O800DIETARY

2100RADIOLOGY
2101RADIOLOGY - DIAGNOSTIC
2700SPEECH PATHOLOGY

Rev. 10
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 2 - WORKSHEET INDICATORS

This table contains the worksheet indicators that are used for eectronic cost reporting. A worksheet
indicator is provided only for those worksheets from which data are to be provided.

The worksheet indicator consgts of seven digitsin positions 2-8 of the record identifier. The first two digits
of the worksheet indicator (positions 2 and 3 of the record identifier) dways show the worksheet. The third
digit of the worksheet indicator (position 4 of the record identifier) is used in severd ways. Firg, it may be
used to identify worksheets for multiple SNF-based components. Alternatively, it may be used as part of
the workshedt, eg., A8L. Thefourth digit of the worksheet indicator (position 5 of the record identifier)
represents the type of provider, by using the keys below. Except for Worksheets A-6 and A-8 (to handle
multiple worksheets), the fifth and sixth digits of the worksheet indicator (positions 6 and 7 of the record
identifier) identify worksheets required by a Federd program (18 = Title XVIII, 05 = Title V, or 19 = Title
XIX) or worksheet required for the facility (00 = Universd), and to identify on Worksheat H-5 the two digit
identifier which corresponds to the two digit subscript of question 17 on Worksheet S-4 identifying the
MSA in which the provider performed services during the cost reporting period. The seventh digit of the
worksheet indicator (position 8 of the record identifier) represents the worksheet part.

Provider Type - Fourth Digit of the Worksheet Identifier

Worksheets

Universd.........ccceeveieinenen. 0 (Zero)

SNF e A

N B

CMHC.....coieeveeeeeei C

CORF......ooeeeierseeeee e D

(@] E

(O @ ) I F J1, 32,33, )4,56

OSP...ooiieeeeeee e, G

ICF/MR.....ooviieeeceee, I

HOSPICE.........ccocevvriieinne K K, K-1, K-2, K-3, K-4, K-5, K-
6

FOHC . Q 1-1,1-2,1-3,1-4,1-5, S5

RHC.....cooviieeceeeceine R 1-1,1-2,1-3,1-4,1-5, S5

HSPS......coiiiii e, S

Worksheets That Apply to the SNF Cost Report (Full or Smplified)

Worksheet Worksheet I ndicator - Full Worksheet Indicator -
Cost Report Simplified Cost Report

S, Part | 000001 000001

S, Partll S000002 S000002

S2 S200000 S200000

S-3, Part | S300001 S300001

S-3, Part 11 S300002 S300002

S3, Part il S300003 S300003

Rev. 10 35-509
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 2 - WORKSHEET INDICATORS

Worksheets That Vary by Component and/or Program
Worksheet TitleV Title XVIII Title XIX

S4, Pat| $410051 (a) $410181 (3) $410191 (3)

Worksheets That Apply to the SNF Cost Report (Full or Smplified)

Worksheet Worksheet Indicator Wo.rksh.ee.t Indicator
e Fill Cost Report Smplified Cogt
Report

S4, Part 11 $4100020 @)

S-5 S512000 ®

S-6 S617000 (b)

S7, Part | S700001

S7, Partll S700002

S7, Patlll S700003

S7,PatV S700004 S700004
S8 S800000

A A000000 A00000
A-6 A600001 © A60010
A-7 A700000 A 700000
A-8 A800000 A800000
A-8-1, Part A A81000A

A-8-1, Part B A81000B

A-8-1, Part C A81000C

A-8-2 A820010 ©

A-8-3 A830000 (d) A830000
A-8-4 A840000 (d) A840000
A-8-5 A857000 ©) A857000

35-510 Rev. 10
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FORM HCFA 2540-96

3595 (Cont.)

Rev. 10

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 2 - WORKSHEET INDICATORS

Worksheets That Apply to the SNF Cost Report (Full or Smplified)

Worksheet

B-1 (For usein
column headings)

B, Part |
B, Part 11
B, Part [l
B-1, Part |
B-1, Part Il
B-2

C

Worksheet Indicator
Full Cost Report

B10000*

B0O00001
B000002

B100001

B200010
C000000

Worksheet Indicator
Smplified Cost
Report

B0O00003
B100002

©
C000000

35-510.1
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96

TABLE 2 - WORKSHEET INDICATORS

| Worksheets That Vary by Component and/or Program —

Worksheet TitleV Title XVIII Title XIX
D, Part | (SNF) DO0AO51. (f) DOOA181 DO0A191
D, Part | (NF) DO0BO51 DO0B191
D, Part| (ICF/MR)  D00I051 D00I181 D001 191
D, Part Il (SNF) DO0AO52 (e), (f) DOOA182 DO0A192 (&), (f)
D, Part Il (NF) DOOBO52 (&) DO0B192 (€)
D-1 (SNF) D10A050 (f) D10A180 D10A190 (f)
D-1 (NF) D10B050 D10B190
D-1 (ICF/MR) D101050 D101180 D101190

| Worksheet That Applies to the SNF Complex — Full Cost Report

D-2 D200000 (d)

| Worksheets That Vary by Component and/or Program - Full Cost Report

Worksheet TitleV Title XVIII Title XIX

E, Part | (SNF) EO0AO05L (f) E00A181 E00A191 (f)
E, Part | (NF) E00BO51 E00B191
E, Part | (ICF/MR E00I051 E00I181 E00I191
E, Part |l E00A182

E, Part 11 EO0A053 EO0A183 E00A193

E, PartV E00A185

E-1 E10A180

| Worksheets That Vary by Component and/or Program —Simplified Cost Report

| Worksheet TitleV Title XVIII Title XIX
| E, Part Il EOO0A053 EO0A 183 EO0A 193
| E-1 E10A180

Rev. 10
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 2 - WORKSHEET INDICATORS

Worksheet That Applies to the SNF Complex

Worksheet Indicator Worksheet Indicator
Full Cost Report Smplified Cost
Report
| G G000000 G000000
| G-1 G100000 G100000
| G-2, Part | G200001 G200001
| G-2, Part Il (200002 G200002
| G-3 G300000 G300000
H H010000 €)
H-1 H110000 @
H-2 H210000 @
H-3 H310000 @
H-4, Parts| & 1 H410002 €)
H-5, Parts111- V H510003 (ad)
| Worksheet That Varies by Program — Full Cost Report
Worksheet Title V Title XVIII Title XIX
H-5, Parts | & I H510052 (a,i) H510082 (ai) H510092 (a,i)
H-6, Parts| & I H610052 (a) H610182 (3) H610192 (a)
| Worksheets That Apply to the SNF Complex _Full Cost Report
Worksheet Worksheet Indicator
H-7 H710000 @
-1 1117001 (h
[-2 1212000 (h)
-3 1317000 (h
[-5 1512000 (h)

35-511.1 Rev. 10
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96

TABLE 2 - WORKSHEET INDICATORS

Worksheets That Vary by Component and/or Program - Full Cost Report

Workshests Workshest Indicator
J1, Part | J117001
J1, Part I11 J117003
J2 J217000
J-3, Part | J317000

(b)
(b)
(b)
(b, d)

Worksheet That Varies by Program - Full Cost Report

Worksheet TitleV Title XVIII
J-3, Part |1 J31?7052 J317182
J-3, Part 111 J317053 J317183

Title XIX
1317192
1317193 (b)

Worksheets That Apply to the SNF Complex - Full Cost Report

J-4 JA10000

Worksheets That Apply to the Hospice Complex

K-1 K110000
K-2 K210000
K-3 K310000
K-4, Part | K410001
K-4, Part I K410002
K-5, Part | K510001
K-5, Part | K510002
K-5, Part I11 K510005

)
)
)
)
)
)
)
)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96

TABLE 2 - WORKSHEET INDICATORS

FOOTNOTES:
(@ Multiple SNF-Based Home Health Agencies (HHAS)

The 3rd digit of the worksheet indicator (position 5 of the record) is numeric to identify the SNF-
based HHA. If thereis only one home hedlth agency, the defaultis 1. Thisaffectsdl H series

worksheets, and Worksheet S-4.

Rev. 10
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ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 2 - WORKSHEET INDICATORS

FOOTNOTES:

b)

(c)

(d)

()

()

(9)

(h)

()

0

Multiple Outpatient Rehabilitation Providers

The third digit of the worksheet indicator is numeric from 1 to 9 to accommodate multiple providers. If
there is only one outpatient provider type, the default is 1. The fourth character of the worksheet indicator
(position 5 of the record) indicates the outpatient rehabilitation provider as listed above. This affects all J
series worksheets and Worksheet S-6.

Multiple Worksheets for Reclassifications and Adjustments Before and After Step-down

The fifth and sixth digits of the worksheet indicator (positions 6 and 7 of the record) are numeric from
01-99 to accommodate reports with more lines on Worksheets A-6, A-8-2, and/or B-2. For reports that
do not need additional worksheets, the default is O1. For reports that do need additional worksheets, the
first page of each worksheet is numbered 01. The number for each additional page of each worksheet is
incremented by 1.

Worksheet with Multiple Parts using Identical Worksheet Indicator
Although this worksheet has several parts, the lines are numbered sequentially. This worksheet identifier
is used with al lines from this worksheet regardless of the worksheet part. This differs from the Table 3
presentation which identifies each worksheet and part as they appear on the cost report. This affects
Worksheets A-8-3, A-8-4, D-2, H-5, Parts |11 through V, and J-2.

States Apportioning Vaccine Costs Per Medicare M ethodol ogy
If, for titles V and/or XIX, your state directs providers to apportion vaccine costs using Medicare’s
methodology, show these costs on a separate Worksheet D, Part 11 for each title.

States Licensing the Provider as an SNF Regardless of the Level of Care
These worksheet identifiers are for providers licensed as an SNF for titles V and XIX.

Multiple Worksheet A-8-5
This worksheet is used for occupational, physical, or respiratory therapy and speech pathology services
furnished by outside suppliers. The fourth digit of the worksheet indicator (position 5 of the record) is an
alpha character of O for occupational therapy, P for physical therapy, R for respiratory therapy, and S for
speech pathology services.

Multiple Health Clinic Programs

The third digit of the worksheet indicator (position 4 of the record) is numeric from 1 to O to accommodate
multiple providers. If thereis only one health clinic provider type, the default is1. The fourth character
of the worksheet indicator (position 5 of the record) indicates the hedth clinic provider. Q indicates
Federally Qualified Health Center, and R indicates Rura Hedlth Clinic.

Multiple Worksheets H-5, Part Il for Cost Limitations Based on the MSA

The fifth and sixth digits of the worksheet indicator (positions 6 and 7 or the record) is numeric from 00-24
and corresponds to the two digit subscript of line 17 on Worksheet S-4 (i.e. insert the identifier 02 for line
17.02) which identifies the 4 digit MSA code. If services are provided inonly one MSA, the default
is00. Where an HHA provides servicesin multiple MSA’s, one Worksheet H-5, Part Il must be
completed for each MSA.

Multiple SNF-Based Hospices (HSPSs)

The 3rd digit of the worksheet indicator (position 5 of the record) is numeric to identify the SNF-based
Hospice. If thereisonly one hospice, the default is 1. This affects all K series worksheets, and Worksheet
S8

35-512 Rev. 10



01-01 FORM HCFA 2540-96 3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN
DESIGNATIONS

This table identifies those data e ements necessary to caculate a skilled nursing facility cost report. It dso
identifies some figures from a completed cost report. These cdculated fidds (e.g., Worksheet B, column
18) are needed to verify the mathematical accuracy of the raw data e ements and to isolate differences
between the file submitted by the skilled nursing facility complex and the report produced by the fisca
intermediary. Where an adjustment is made, that record must be present in the eectronic datafile. For
explanations of the adjustments required, refer to the cost report instructions.

Table 3"Usage"’ column is used to specify the format of each dataitem as follows:

9 Numeric, greater than or equd to zero.

-9 Numeric, may be either greater than, less than, or equd to zero.

9(x).9(y) Numeric, grester than zero, with x or fewer sgnificant digitsto the left of the
decimd point, adecima point, and exactly y digitsto the right of the decimd
point.

X Character.

Conggtency in line numbering (and column numbering for generd service cost centers) for each cost center
is essential. The sequence of some cost centers does change among worksheets. Refer to Table 4 for line
and column numbering conventions for use with complexes that have more components than appear on the
preprinted Form HCFA 2540-96.

Table 3 refers to the data dements needed from a standard cost report. When a standard line is
subscripted, the subscripted lines must be numbered sequentialy with the firgt subline number displayed as
"01" or "1" in fidd locations 14-15. It is unacceptable to format in a series of 10, 20, or skip subline
numbers (i.e., 01, 03), except for skipping subline numbers for prior year cost center(s) deleted in the
current period or initidly created cost center(s) no longer in existence after cost finding. Exceptions are
gpecified in this manud. For “Other (specify)” lines, i.e., Worksheet settlement series, dl subscripted lines
must be in sequence and consecutively numbered beginning with subscripted line“01". Automated systems
must reorder these numbers where the provider skips aline number in the series.

Drop dl records with zero vaues from the file. Any record aosent from afileistreated asif it were zero.
All numeric vaues are presumed positive. Leading minus signs may only gppear in datawith vaues less

than zero that are specified in Table 3 with ausage of "-9". Amountsthat are within preprinted parentheses
on the worksheets, indicating the reduction of another number, are to be reported as positive values.

Rev. 10 35-513



3595 (Cont.) FORM HCFA 2540-96

01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN

DESIGNATIONS

DESCRIPTION LINE(S) COLUMN(S)
WORKSHEET S
Part I
Baances due provider or program:
TitleV 1,3-6 1
Title XVIII, Part A 1,4 2
Title XVIII, Part B 1,4-6 3
Title XIX 1,36 4
In total 7 1-4
WORKSHEET S-2

For the killed nuraing facility only:
Street
P.O. Box
City
State
Zip Code

County

MSA Code

~ Urban/Rurd

Fecility Specific Rate
Trangtion period

Weage Index Adjustment Factor - Before
October 1

Wage Index Adjustment Factor - After
September 30

For the skilled nuraing facility and SNF
based components:

w w
I_‘HOOOJOO N N N P

W w
NN

Component name 4,

Provider number (XXxxxXx)

Date certified (MM/DD/YYYY)

35-514

N - N POLOWE W N P N P

FIELD
SZE

© ©O© O O o©

36

36

10
36

11

6
6

36

10

USAGE

XoX X X X X X

9(8).99
9(3)

9.9(4)
9.9(4)

Rev. 10



01-01

FORM HCFA 2540-96

3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN

DESCRIPTION

Trangtion Period
Fecility Specific Rate
Federd Case Mix Rate
Federd Case Mix Rate

Federa Rate—High Cost Add On

Days (Prior to 10/0L/XXXX)

Add On Days (Services on and after
04/01/2000, but prior to 10/01/2000)

Days (After 09/30/XXXX)

Add On Days (Services on and after
10/01/2000)

Federd Case Mix
Facility Specific
Blend Amounts

Rate (see ingtructions)
Days (see ingructions)
| High Cost RUGs days

| Tota (seeingdructions)

Rev. 10

DESIGNATIONS

LINE(S COLUMN(S)
Worksheet S-7, Part 111
0 1-4
1-45 2
1-45 3
1-6, 8,9, 5
12 - 14,
27-45
7,10,11, 3.01&
15-26 5.01
1-45 4
7,10,11, 4.01
15-26
1-45 6
7,10,11, 6.01
15-26
1-45 7
1-45 8
1-45 9& 10

Worksheet S-7, Part IV

1-45 3& 4

1-45 3.01& 4.01
7,10-11 &

15-26 4.05

1-45 5

FIELD
SZE

o o O B

(o3}

11

USAGE

X
9(8).99
9(8).99
9(8).99

9(8).99

9(3).99
9
9

9

35-521.2



3595 (Cont.) FORM HCEA 2540-96 01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3- LIST OF DATA ELEMENTS WITH WORKSHEET, LINE, AND COLUMN
DESIGNATIONS

DESCRIPTION LINES) COLUMN(S) ‘gz USAGE
Worksheet S-8
Part |
Continuous Home Care 1 1-5 9 9
Routine Home Care 2 1-5 9 9
Inpatient Respite Care 3 1-5 9 9
Generd Inpatient Care 4 1-5 9 9
Part 1 _ N _
lc\l:grn;ber of Patients Receiving Hospice 6 15 9 9
Total number of unduplicated census count 7 1&3 9 9
Unduplicated Census Count 9 1-5 9 9
WORKSHEET A
Direct sdaries by department 3-16,18-19,21- 1 9 -9
51,54-56,58-63
Totd direct sdaries 75 1 9 9
Other direct costs by department 1-16,18-19,21- ° 9 9
51,52-56,58-63
Totd other direct costs 75 2 9 9
Net expenses for cost alocation by 1-16,18-19,21- v 9 9
department 51,55-56,58-63
Tota net expenses for cogt dlocation 75 7 9 9
WORKSHEET A-6
For each expense reclassification:
Explanation 1-35 0 36 X
Reclassfication code 1-35 1 2 X

35-522 Rev. 10



01-01 FOR HCFA-2540-96

3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3- LIST OF DATA ELEMENTS WITH WORKSHEET, LINE, AND COLUMN

DESIGNATIONS

WORKSHEET A-8-5 (CONTINUED)

DESCRIPTION

Standard travel expense rate
Optiond travel expense rate per mile
Tota hours worked by discipline
ASHEA by discipline

Number of travel hours by discipline
Number of miles driven by discipline

Weighted average rate excluding aides and
trainees (see ingtructions)

Weighted alowance excluding aides and
trainees (see ingructions)

Totd sdary equivaency (seeingructions)

Travd dlowance and expense - include only
one

Overtime hours worked during period by
discipline (see indructions)

Allocetion of provider’s standard workyear for
one full-time employee times the percentages
on line 50 (see ingtructions)

Equipment cost (see indructions)

Supplies (see ingructions)

Tota cost of supplier services (from your
records)

Cost of outside supplier services - SNF (from
your records)

Cost of outsde supplier services - CORF
(from your records)

Rev. 10

LINE(S COLUMN(S)

1
8 1

1-5

10 1-5

12 1-3

13 1-3
21 1
22 1
23 1
44, 45, 1

46

47 1-4
51 5
61 1
62 1
64 1
66 1
67 1

HELD
SZE

5

11

11
11
11

11

11
11

11

11
11
11

11

11

USAGE

99.99
.99
9(8).99
99.99
9
9
9(8).99

9(8).99

9(8).99
9

9(8).99

9(4).00

35-528.1



3595 (Cont.) FORM HCFA 2540-96 01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN
DESIGNATIONS
WORKSHEET A-8-5 (CONTINUED)

DESCRIPTION LINE(S) COLUMN(S) E:EIED USAGE

Cost of outside supplier services- CMHC

from your records) . 68 1 11 9
ot of outside supplier services - OPT

from your records) _ 69 1 11 9
0t of outside supplier services - HHA

(from your records 70 1 11 9

*Line designation for SNF and components, SNF = 66.00, CORF = 66.10-6610, CMHC =
66.11-66.20, OPT = 66.21-66.30, HHA = 66.31-66.40, OOT = 66.41-66.50, OSP, 66.51-66.60.
This sequence should be used on lines 68 and 69.

WORKSHEETS B-1; B, PARTSI-II; AND J-1, PARTS| AND I

DESCRIPTION LINESS) COLUMN(S) FglEZLg USAGE
Column heading (cost center name) 1-3* 1-3, 4-15 10 X
Sttistical basis 4, 5% 1-3,4-15 10 X

*  Refer to Table 1 for specifications and Table 2 for the worksheet identifier for column headings.
There may be up to five type 2 records (3 for cost center name and 2 for the Satistical basis) for
each column. However, for any column that has less than five type 2 record entries, blank records
or the word "blank” is not required to maximize each column record count.

WORKSHEET B, PART |

Totd adjusments after cost finding 75 17 9 -9

Codts after cost finding and post step- 16, 18-19, 21-51, 18 9 -9

down adjustments by department 55, 56, 58-65

Totd codts after cost finding and post

step-down adjustments £ 18 9 9
WORKSHEET B, PART Il

Directl ned capital related codts 1-16, 18-19, 21-51,

by deprtment 55, 56, 58-63 0 9 °

Tota directl ned capital related

oSS y eSS gned cap 75 0 9 9

Totd adjusments after cost finding 75 17 9 -9

Totdl capita related costs after cost 16, 18-19, 21-51, 18 9 9

finding by department 55, 56, 58-65

Totd capitd related costs after cost

finding i toial & 18 9 9

35-528.2 Rev. 10



01-01 FORM HCFA 2540-96 3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN
DESIGNATIONS

DESCRIPTION LINE(S COLUMN(S) F'SIEZ'-E USAGE

| WORKSHEET B, PART III

Total Cost 16, 18-19, 21-33, 5 9 9

59, 63

| WORKSHEET B-1, PART |

For each cogt dlocation using

accumulated costs as the gtatidtic, 0 4-15 1 X

include a record containing an X.

All cost dlocation Satistics 1-16,18-19, 21-51, 4 5« 9 9

55-56, 58- 63, 66* *
Recondiliation 4-16,18-19,21-51, 5 1cp 9 9

55-56, 58-63* *

*  Ineach column using accumulated cogts as the satistica basis for dlocating codts, identify each cost
center that isto receive no dlocation with anegative 1 placed in the accumulated cost column. You
may eect to indicate total accumulated cost as a negative amount in the reconciliation column.
However, there should never be entriesin both the reconciliation column and accumulated cost column
smultaneoudy on the sameline. For those cost centers that are to recelve partid dlocation of costs,
provide only the cost to be excluded from the statistic as a negative amount on the appropriate line
in the reconciliation column. If line 4 is fragmented, delete it and use subscripts of line 4.

**  Line34in column 8is shaded and is not used.

| WORKSHEET B-1, PART Il

‘ All cost dlocation satigtics 16, 18-19, 21-33, 1.4 9 9
59, 63 .

WORKSHEET B-2

For post step-down adjustment:
Description 1-58* 1 30 X
Worksheet B part number 1-58* 2 1 9
Worksheet A line number 1-58* 3 5 99.99
Amount of adjustment 1-58* 4 9 -9

*  OnWorksheet B-2, if there are more than 58 lines needed, use multiple worksheets. (Refer to
footnote (c) in Table 2.)

Rev. 10 35-529



3595 (Cont.) FORM HCFA 2540-96 01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN
DESIGNATIONS

DESCRIPTION LINES) COLUMN(S) oD USAGE
WORKSHEET C
Tota cost from Worksheet B, Part |,
column 18, lines 21-36 & 1 9 9
Totd charges by department 21-48 2 9 9
Totd charges 75 2 9 9
WORKSHEET D, PART |
Ancillary cost gpportionment
Part A program charges by department 21-48 2% 9 9
Part B program charges by department 21-36 3* 9 9
Title XVI1II charges on and after 1/1/98 25é726’ 6 9 9
Totd program charges 75 2,3* 9 9
Tota program costs 75 4, 5* 9 9

*  When completing Worksheet D, Part |, for titles V and/or XX, do not use columns 3 and 5.
** Line48 column 2isONLY used by titles V and XIX.
WORKSHEET D, PART Il

Vaccine cost gpportionment
Program vaccine charges 2 1 9 9

35-530 Rev. 10



01-01 FORM HCFA 2540-96 3595 (Cont)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN
DESIGNATIONS

DESCRIPTION LINE(S COLUMN(S) FéIEZ'-ED USAGE
WORKSHEET G-2 (Continued)
Outpetient rehabilitation provider 12 2 9 9
Text as needed for blank line 13 0 36 X
Other 13 1,2 9 9
Totd patient revenues 14 1,2 9 9
Part 1I: Text as needed for blank lines 2-7,9-13 0 36 X
I ncreases to operating expenses 2.7 1 9 9
reported on Worksheet A
Decreases to operating expenses i
reported on Worksheet A 913 1 9 9
Totd operating expenses 15 2 9 9
WORKSHEET G-3
Contractua alowance and discounts on > 1 9 9
patients accounts
Other revenues 7-25 1 9 9
Other expenses 28-30 1 9 9
Text as needed for blank lines 25, 28-30 0 36 X
Net income (l0ss) 32 1 9 -9
WORKSHEET H
Trangportation costs 3-24 3 9 9
Other costs 1-24 5 9 9
Text as needed for blank lines 22-24 0 36 X

Rev. 10 35-537



3595 (Cont.)

FORM HCFA 2540-96

01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN

DESCRIPTION

Sdaries and wages by discipline

Other salaries and wages

Employee bendfits by discipline

Other employee benefits

Contracted/purchased services by discipline

Other contracted/purchased services

Charges for home heslth services furnished

by shared ancillary departments

Totd vigts

Medicare vists - Parts A and B
Medicare cogt limits by discipline

Tota charges for DME rented and sold and

medica supplies

Charges for medica supplies - Medicare

Parts A and B

DESIGNATIONS

LINESS) COLUMN(S) FéIEZ'-ED
WORKSHEET H-1
3-11, 15-
L 1-2 4-7 9
3-24 8 9
WORKSHEET H-2
311, 15-
A 1-2 4-7 9
3-24 8 9
WORKSHEET H-3
311, 15-
A 1-7 9
3-24 8 9
WORKSHEET H-4, PART ||
1-7 1 9
WORKSHEET H-5, PART |
1-6 3 9
WORKSHEET H-5, PART ||
1-6 5-6 9
8-13 4 6
15-16 3 9
15 5.7 9
16 6-7 9

Chargesfor drugs - Medicare Part B

35-538

USAGE

9
9(3).99

9

Rev. 10



01-01 FORM HCEA 2540-96

3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3 - LIST OF DATA ELEMENTSWITH WORKSHEET, LINE, AND COLUMN

DESIGNATIONS

DESCRIPTION LINE(S) COLUMN(S)
WORKSHEET J-3
Cost of component service 1 1-3
Cog of hedlth service 1.01 1-3
PPS payment received 1.02 1-3
1996 SNF specific payment to cost ratio 1.03 1-3
Line 1.01 timesline 1.03 1.04 1-3
Line 1.02 divided by line 1.04 1.05 1-3
Trangtiond corridor payment 1.06 1-3
Primary payment amounts 2 1-3
Part B deductible billed to program patients 4 2
Coinsurance billed 7 1-3
Reimbursable bad debts 9 1-3
Amounts applicable to prior periods 11 1-3
resulting from depreciable asset disposal
Recovery of excess depreciation 12 1-3
Sequedtration adjustment 14 1-3
Interim payments for titles vV and XIX 16 13
(where gpplicable) ’
Protested amounts 18 1-3
WORKSHEET J4

Totd interim payments paid to provider 1 2
Interim payments payable 2 2
Date of each retroactive lump sum
adjustment (MM/DD/Y YY) 3.01-3.98 1
Amount of each lump sum adjustment

Program to provider 3.01-3.49 2

Provider to program 3.50-3.98 2

Rev. 10

FIELD
SZE
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USAGE

o

©
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3595 (Caont.) FORM HCFA-2540-96 01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3- LIST OF DATA ELEMENTS WITH WORKSHEET, LINE, AND COLUMN
DESIGNATIONS

DESCRIPTION LINES) COLUMN(S) ‘gz USAGE

WORKSHEET K-1

Sdaries and wages 3-33 1-7 11 9

All other 3-33 8 11 9
WORKSHEET K-2

Employee Benefits 3-33 1-7 11 9

All other 3-33 8 11 9
WORKSHEET K-3

Contracted services/purchased services 3-33 1-7 11 9

All other 3-33 8 11 9

WORKSHEET K-4, PARTSI & I

Part |

Tota 34 1-4& 5 11 9

Codt dlocation 6-33 6 11 9

Part |

Reconciliation 6-33 6A 11 -9

All cogt dlocation Satistics 1-33 1-5* 11 9

* See note to Worksheet B-1 for trestment of administrative and general accumulation cost column
WORKSHEET K-5, PARTSI, Il & 111

Part |

Post step-down adjustments (including

totd) 1-30 26 11 -9
Total cost &fter finding 2-18 18 11 9

35-542 Rev. 10



01-01 FORM HCFA 2540-96 3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3A - WORKSHEETS REQUIRING NO INPUT

Worksheet S, Part |

Worksheet A-8-3, Partsll, |11, and IV
Worksheet A-8-4, Parts |l and |11
Worksheet J1, Part |1

Worksheet H-4, Part |

TABLE 3B - TABLES TO WORKSHEET S-2
Tablel:  Type of Control

1 = Voluntary Nonprofit, Church
2 = Voluntary Nonprofit, Other
3 = Proprietary, Individua

4 = Proprietary, Corporation

5 = Proprietary, Partnership

6 = Proprietary, Other

7 = Governmentd, Federa

8 = Governmentd, City-County
9 = Governmenta, County

10 = Governmenta, State

11 = Governmentd, Hospitd Didtrict
12 = Governmentd, City

13 = Governmental, Other

Tablell:  All-inclusive provider methods (See HCFA Pub. 15-1, §2208.2.)

Method A = Departmenta datistical data
MethodD = Comparable SNF data
MethodE = Percentage of average cost per diem

TABLE 3C - LINESTHAT CANNOT BE SUBSCRIPTED
(BEYOND THOSE PREPRINTED)

Worksheset Lines

S Part Il 1,3, 7

S2 1-4, 6, 6.10, 7, 13-35, 41-46
S-3, Part | 1,3,4

S3, Partsil & 111 All

S4, Part | 1-8

S4, Part 11 1-12

S5 1-8, 14, 16

S-6 1-17

Rev. 10
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01-01 FORM HCFA 2540-96 3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3C - LINESTHAT CANNOT BE SUBSCRIPTED
(BEYOND THOSE PREPRINTED) (CONTINUED)

Worksheset Lines
S-7, Parts|, 11, 111, and IV All
A 16, 19, 48, 49, 52-54, 75
(lines 17 and 20 may not be used)
A-6 All
A-7 All
A-8 8, 12, and 32
A-8-1, Part A All
A-8-1, Part B 1-8
A-8-1, Part C 1-9
A-8-2 All
A-8-3 All (except lines 5, 6, 12, 13, 28-38, 51,
59, 62, and 64)
A-8-4 All
A-8-5 All (except lines 5, 6, 12, 12.01, 13,
13.01, 66-70, 77-81)
B, Parts| & Il 16, 19, 48, 49, 52-54, 65, and 75 (lines
17 and 20 may not be used)
B, Part 11 15.1, 16, 17, 18, 18.1, 19, 21-33, 59,
63 (Lines 17 and 20 may not be used)
B-1 16, 19, 48, 49, and 52-54
(lines 17 and 20 may not be used)
B, Part I 15.1, 16, 17, 18, 18.1, 19, 21-33, 59,
63 (Lines 17 and 20 may not be used)
C 75
D, Part | 75
D-1 All
D-2 2,4-5,and 17 (lines 3, 7, 11, 18, and
19 may not be used)
E, Pat | All (except line 30)
E, Part Il All (except line 22)
E, Part 111 All (except line 32)

Rev. 10 35-543



3595 (Cont.)

FORM HCFA 2540-96 01-01

35-544

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3C - LINESTHAT CANNOT BE SUBSCRIPTED

Worksheet
E, Part V
E-1

G

G-1

G-2, Part |
G-2, Part Il
G-3

H

H-1

H-2

H-3

H-5

H-6

H-7

-1

[-2

-3

J-1

J-2

J-3

J-4

(BEYOND THOSE PREPRINTED) (CONTINUED)

Lines

All

1, 2, 3.01-3.04, and 3.50-3.53
All
1

1,3, and 4 (line 2 may not be used)
15
2, 7-24, and 32
All
All
All
All
All
1 through 19, 21 through 23

1, 2, 3.01-3.04, and 3.50-3.53
All
All
All
All
All

2 through 18
1, 2, 3.01-3.04, and 3.50-3.53

Rev.10



01-01 FORM HCFA 2540-96

3595 (Cont.)

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96

TABLE 3D - PERMISSIBLE PAYMENT MECHANISMS

P = Prospective payment O = Other

Component
Skilled Nursing Fecility
Nursing Fecility
‘ICHMR
SNF-Based OLTC
| SNF-Based HHA
SNF-Based Outpatient Rehabilitation Provider
SNF-Based RHC
‘ SNF-Based Hospice

Rev. 10

N = Not applicable

TitleV Title XVIII Title XIX
PorO P PorO

O N O

N N O

N N N
PorO P PorO

O O O

O O O

N N N

35-545



3595 (Cont.)

FORM HCFA 2540-96

01-01

ELECTRONIC REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96
TABLE 3E - CORRELATION OF SUBSCRIPTINGS AMONG THE WORKSHEETS

WKSTA  WKSTA-8
24 (RT- 24 (RT-
Andillary) Andillary)
24.01 24.01
24.02 24.02
24.03 24.03
24.04 24.04
24.05 24,05
24.06 24,06
24.07 24.07
24.08 24,08
24.09 24,09
25 (PT- 25 (PT-
Andllary) Andllary)
25.01 25.01
25.02 25.02
25.03 25.03
25.04 25.04
25.06 25.06
25.07 25.07
25.08 25.08
25.09 25.09
26 (OT- 26 (OT-
Andillary) Andillary)
26.01 26.01
26.02 26.02
26.03 26.03
26.04 26.04
26.05 26.05
26.06 26.06
26.07 26.07
26.08 26.08
26.09 26.09
27 (SP- 27 (SP-
Andllary) Andllary)
27.01 27.01
27.02 27.02
27.03 27.03
27.04 27.04
27.05 27.05
27.06 27.06
27.07 27.07
27.08 27.08
27.09 27.09
35-545.1

WKST
A-8-5-PT

N/A

77

N/A

N/A

WKST WKST WKST
A-8-5-RT A-8-5-OT A-8-5-SP
77 N/A N/A
N/A N/A N/A
N/A 77 N/A
N/A N/A 77

Rev. 10
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FORM HCFA 2540-96 3595 (Cont.)

ELECTRONIC COST REPORTING SPECIFICATIONS FOR FORM HCFA 2540-96

Reject Code

1005S

1010S

1015S

1020S

1030S

1035S

1040S

1045S

Rev. 10

TABLE 6 - EDITS
Condition

The cost report ending date (Worksheet S-2, column 2, line 13) must be on or after
3/31/97. [03/31/1997]

All provider and component numbers displayed on Worksheet S-2, column 2, lines
4, 6-8, and 10-12, must contain six (6) a phanumeric characters. [03/31/1997]

The cost report period beginning date (Worksheet S-2, column 1, line 13) must
precede the cost report ending date (Worksheet S-2, column 2, line 13).
[03/31/1997]

The skilled nursing facility name, provider number, certification date, and title XVI1I
payment mechanism (Worksheet S-2, line 4, columns 1, 2, 3, and 5, respectively)
must be present and valid. [03/31/1997]

For each provider name reported (Worksheet S-2, column 1, lines 4, 6, 6.10, 8,
and 10-12), there must be corresponding entries made on Worksheet S-2, lines 4,
6, 6.10, 8, and 10-11, for the provider number (column 2), the certification deate
(column 3), and the payment system for either titles V, XVII1, or X1X (columns 4,
5, or 6, respectively) indicated with avalid code (P, O, or N). (See Table3D.).
[03/31/1997]

On Worksheet S-2, there must be aresponse in every filein column 1, lines 13-18,
22, 28-32, and 41-44, 46-49. For provider names reported (Worksheet S-2,
column 1, lines 4, 6, 6.10, 7, 8, and 10), there must be corresponding entries made
on Worksheet S-2, column 1, lines 33, 36, 37; in column 2, lines 33, 36, 37, 39,
and 40; and in column 3, line 35, and 35.10. If any of lines 37, 39, or 40 have been
subscripted, there must be a response in the appropriate columns for each
subscripted line. [09/30/1998]

If Worksheet S-2, column 1, line 47 equas*“Y” and column 2, line 47 equas “N”
and the provider’s cost reporting period begins other than October 1st, Worksheet
S-2, columns 1 and 2 line 48 must be greater than zero. However, if Worksheet
S-2, column 2, line 47 equals Y™ this edit should be ignored. [11/30/1999]

If Worksheet S-2, column 1, line 47 equas“Y” and column 2, line 47 equas“N”
and the cost reporting period begins on October 1st, Worksheet S-2, column 1, line
48 mugt be greater than zero, and no entry should be made in column 2. However,
if Worksheet S-2, column 2, line 47 equas“Y” this edit should be ignored.
[12/30/1999]
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TABLE 6- EDITS

Condition

All amounts reported on Worksheet S-3, Part | must not be less than zero.
[03/31/1997]

For Worksheet S-3, Part |, the sum of the inpatient days in columns 3-6 for each of
lines 1, 3, and 4 must be equd to or less than the totd inpatient daysin column 7 for
each line. [03/31/1997]

The amount of hours reported in column 4, lines 1-13 (Worksheet S-3, Part 111)
must be greater than or equal to zero . [03/31/1997]

For Worksheet S-3, Part |, the sum of the discharges in columns 8-11 for each of
lines 1, 3, and 4 must be equd to or less than the totd dischargesin column 12 for
each lineindicated. [03/31/1997]

Worksheet S-3, Part 11, columns 1 and 4, line 23 must be greater than zero.
[03/31/1997]
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The following Wage Index edits are to be applied against PPS SNFs only, edit number 1200S, 1205S,

and 1220S.

1200S

1205S

1220S

1000A
1015A

1020A

1025A

1040A

1045A

1050A
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For Worksheet S-3, Part 11, sum of columns 1 and 2 each of lines 2-5, 8-14, 17-
21, and subscripts as applicable must be equd to or greater than zero.
[01/31/2001]

The amount of sdaries reported for Interns & Residents in approved programs
Worksheet S-3, Part || column 1, line 4 must be equal to or greater than the amount
on Worksheet A, column 1 line 14 (including subscripts). [09/30/1998]

Worksheet S-3, Part I, sum of columns 1 & 1, line 19 must be greater than zero.
[09/30/1998]

Worksheet A, columns 1 and 2, line 75 must be greater than zero. [03/31/97]

On Worksheet A, lines52 and 53, the sum of column 2 and the corresponding
reclassfications and adjustments must equal zero. On line 54, the sum of columns 1
and 2 and the corresponding reclassfications and adjustments must equal zero.
[03/31/1997]

For reclassifications reported on Worksheet A-6, the sum of al increases (columns
4 and 5) must equa the sum of al decreases (columns 8 and 9). [03/31/1997]

For each line on Worksheet A-6, if thereisan entry in column 3,4, 5,7, 8, or 9,
there must be an entry in column 1. There must be an entry on each line of columns
4 and/or 5 for each entry in column 3 (and vice versa), and there must be an entry
on each line of columns 8 and/or 9 for each entry in column 7 (and vice versa). All
entries must be valid, for example, no sdary adjustments in columns 3 and/or 7, for
capital lines1 & 2 of Worksheet A. [09/30/1998]

For Worksheet A-8 adjustments on lines 1-7, 9-11, and 13-21, if either columns 2
or 4 has an entry, then columns 1, 2, and 4 must have entries, and if any one of
columns 0, 1, 2, or 4 for line 31 (and subscripts of line 31) has an entry, then dl
columns0, 1, 2, and 4 must have entries. [03/31/1997]

If there are any transactions with related organizations or home offices as defined in
HCFA Pub. 15-1, chapter 10 (Worksheet A-8-1, Part A, line 1, column 1, is"X"),
Worksheet A-8-1, Part B, columns 4 or 5, sum of lines 1-9 must be greater than
zero; and Part C, column 1, any one of lines 1-10 must contain any one of dpha
characters A through G. Conversdly, if Worksheet A-8-1, Part A, line 1, column 2,
is"X," Worksheet A-8-1, Parts B and C must not be completed. [03/31/1997]

On Worksheet A-8-2, the sum of columns 4 and 5 must equa the corresponding
line of column 3 and column 6, or column 7 must be greater than zero if column 3 or
5 is greater than zero. [10/31/1998]
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TABLE 6 - EDITS
Condition

Worksheet A-8-3, column 1, line 56 must equal the sum of column 1, lines 58 and
59. [03/31/1997]

If Worksheet A-8-5, column 5, line 47 is equa to zero, column 5, line 51 must also
be equal to zero. Conversdly, if Worksheet A-8-5, columns 1-4, line 47 is greater
than zero, column 5, line 51 must be greeter than column 5, line 47 and equd to or
less than 2080 hrs. [10/31/1998]

On Worksheet B-1, dl dstatistica amounts must be grester than or equd to zero,
except for reconciliation columns. [03/31/1997]

Worksheet B, Part |, column 18, line 75 must be greater than zero. [03/31/1997]

For each genera service cost center with a net expense for cost alocation greater
than zero (Worksheet A, column 7, lines 1-15), the corresponding total cost
dlocation gtatistics (Worksheet B-1, column 1, line 1; column 2, line 2; etc.) must
aso be greater than zero. Exclude from this edit any cost center that uses
accumulated cost asits basis for allocation. [03/31/1997]

For any column which uses accumulated cost asits basis of alocation (Worksheet
B-1), there may not smultaneoudy exist on any line an amount both in the
reconciliation column and the accumulated cost column, including a negetive one.
[03/31/1997]

On Worksheet C, al amountsin column 1 line 75 and column 2 must be greater
than or equal to zero. [03/31/1997]

On Worksheet D, al amounts must be greater than or equal to zero. [03/31/1997]

Totd visits on Worksheet H-5, Part |, sum of column 3 lines 1-6 must be equd to
or greater than unduplicated census count, Worksheet S-4, column 8, line 9.
[10/31/1998]

Thesum of Worksheet H-5, Part IV, column 1, line 25 must be equd to or greater
than Worksheet S-4, column 3, line 9. [10/31/1998]

Worksheet J-1, Part |, sum of columns 0-3, 4-15, and 17, line 22, must equd the
corresponding Worksheet B, column 18, line 50 or appropriate subscript as
identifies this provider type. [03/31/1997]
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TABLE 6- EDITS

[1. Leve Il Edits (Potentid Rejection Errors)

These conditions are usudly, but not dways, incorrect. These edit errors should be cleared when possible
through the codt report. When corrections on the cost report are not feasible, you should provide additiona
information in schedules, note form, or any other manner as may be required by your fisca intermediary
(FI). Failure to clear these errors in a timely fashion, as determined by your FI, may be grounds for
withholding payments.

Edit Condition

2000  All type 3 records with numeric fields and a positive usage must have vaues equd to or
greater than zero (supporting documentation may be required for negeative amounts).

2005  Only dements st forth in Table 3, with subscripts as appropriate, are required in thefile.

2010 The cost center code (positions 21-24) (type 2 records) must be a code from Table 5,
and each cost center code must be unique (HCRIS #2085).

2015  Standard cost center lines, descriptions, and codes should not be changed. (See Table 5.)
This edit gppliesto the standard line only and not subscripts of that code.

2020 All standard cost center codes must be entered on the designated standard cost center line
and subscripts thereof asindicated in Table 5.

2025  Only nonstandard cost center codes within a cost center category may be placed on
standard cost center lines of that cost center category.
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